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Foreword 

Rapid  changes  have  occurred  in  our  focus  on  the  care  of 
crippled  children.  When  the  federally  supported  crippled  children's 
programs  began  with  the  passage  of  the  Social  Security  Act  in  1935, 
most  of  the  children  cared  for  under  these  programs  received  ortho- 
pedic treatment.  But,  as  additional  funds  became  available,  States 
broadened  their  definition  of  crippling  conditions.  Now  less  than 
half  of  the  children  served  have  orthopedic  handicaps.  Other  chronic 
conditions,  including  epilepsy,  hearing  impairment,  cerebral  palsy, 
cystic  fibrosis,  and  many  congenital  defects,  have  been  added. 

At  the  present  time,  roughly  20  percent  of  the  children  receiv- 
ing services  under  the  crippled  children's  programs  are  afflicted  with 
congenital  heart  or  circulatory  defects.  This  study,  Open  Heart 
Surgery  in  Children:  A  Study  in  Nursing  Care,  which  was  supported 
by  the  Rockefeller  Foundation,  describes  in  great  detail  the  nursing 
care  of  4-year-old  Suzie  before  and  after  open  heart  surgery. 

The  very  complicated  procedures  involved  in  the  care  of 
children  who  have  undergone  open  heart  surgery  make  it  mandatory 
that  nurses  and  other  people  concerned  with  the  care  of  these  children 
be  perceptive  and  sensitive  as  to  the  meaning  of  these  procedures,  and 
to  the  children's  and  their  parents'  reactions  to  them. 
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Chapter  1 


OPEN  HEART  SURGERY 
IN  CHILDREN 


a  study  in  nursing  care 


DURING  THE  LAST  DECADE,  new  developments  in  heart  surgery 
have  resulted  in  the  hospitalization  of  many  children  with  congenital 
heart  disease. 

Experience  with  these  children  has  shown  that  the  chances  for 
or  speed  of  the  child's  recovery  can  be  affected  not  only  by  his  general 
physical  condition  and  the  surgical  skills  used  in  correcting  his  dis- 
ability but  also  by  the  understanding  and  skill  of  persons  working 
with  the  child  and  his  parents. 

In  this  publication,  we  see  a  small  4-year-old  girl  engaged  in  a 
physical  and  emotional  struggle  to  recover  from  open  heart  surgery — 
and  how  a  nurse  was  able  to  help  her  and  her  parents  during  hospitali- 
zation before  and  after  surgery. 

This  report  carries  implications  for  many  professions,  but  for 
nursing  it  is  a  rich  resource  for  teaching  practice  in  the  care  of  children. 

In  an  effort  to  find  ways  in  which  patient  care  could  be  improved, 
a  small  group  of  children  with  operable  cardiac  defects  were  studied : 

1.  To  discover  how  they  and  their  parents  reacted  to  their  health 
problems. 

2.  To  determine  what  help  children  require  from  a  nurse  to  adapt 
themselves  constructively  to  separation  from  their  home,  to  prepa- 
ration for  operation,  and  to  postoperative  changes  in  their  bodies 
and  in  their  environment. 

3.  To  collect  data  for  the  preparation  of  a  clinical  study  which  could 
demonstrate  a  method  of  studying  patient  care. 


4.  To  pose  some  hypotheses  relative  to  postoperative  nursing  care 
which  might  be  tested  by  graduate  students  of  nursing. 


Findings 


Observational  data  were  collected  during  the  time  that  daily 
periods  of  intensive  nursing  care  were  provided  for  six  children  who 
had  been  hospitalized  for  cardiac  surgery.  Four  of  these  children 
were  also  observed  in  their  homes  and  during  clinic  visits.  Two  other 
children  were  studied  as  nursing  care  was  given  by  other  nurses  be- 
fore operation  and  through  the  second  postoperative  day. 

A  clinical  study  of  4-year-old  Suzie  is  presented  in  detail  here. 
Its  purpose  is  to  portray  the  way  in  which  a  child  and  his  parents 
react  to  and  deal  with  hospitalization,  nursing  care,  and  treatment  for 
multiple  septal  defects,  and  to  demonstrate  a  method  of  studying 
patient  care. 

Suzie's  behavior  during  the  preoperative  period  demonstrated 
that  she  had  many  personality  strengths  to  use  in  coping  with  her 
problems.  She  was  underpar  physically  and  troubled  about :  ( 1 )  the 
separation  from  her  family  and  home;  (2)  the  fearsome  demands  of 
the  hospital  milieu;  (3)  her  aggressive  feelings  and  fear  of  bodily 
injury;  and  (4)  the  operation  she  anticipated  and  postoperative 
treatment.  Her  mother  had  difficulties  in  dealing  with :  (1)  the  doc- 
tor's criticism  of  her  daughter's  behavior;  (2)  the  postponement  of 
the  operation  from  summer  to  fall;  (3)  her  own  feeling  of  helpless- 
ness; (4)  her  fear  of  losing  control  of  her  feelings;  and  (5)  fear 
lest  her  child  should  die. 

After  the  operation,  Suzie  had  additional  problems  arising 
from  changes  in  her  body  and  from  fears  and  anxiety  associated  with 
postoperative  treatment.  Analysis  of  the  data  collected  after  Suzie's 
operation  (See  Chapter  4,  A  Description  of  Suzie's  Nursing  Care  During 
the  Postoperative  Period,  p.  45-79)  revealed  that  she  passed  through 
three  distinct  stages  prior  to  the  time  that  she  regained  her  pre^ 
operative  level  of  psychosocial  adjustment.  Each  stage  posed  new 
problems  and,  consequently,  had  special  characteristics  which  differ- 
entiated it  from  the  others. 

During  the  first  stage  of  intense  physiological  stress  which 
followed  surgical  repair  of  her  heart,  Suzie  was  massively  regressed 
and  withdrawn.  The  only  verbal  demands  that  she  made  on  her 
nurse  were  for  emotion  \1  security    "Stay  with  me,"  she  pleaded  a 
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time  or  two.  She  manifested  little  awareness  of  the  nurse  and  doc- 
tors, of  her  body,  of  the  apparatus  which  was  attached  to  it,  or  what 
was  going  on  around  her  or  being  done  for  her.  The  only  procedures 
which  she  resisted  were  respiratory  tract  suctioning  and  the  adminis- 
tration of  positive  pressure  to  promote  expansion  of  her  lungs. 

In  the  second  stage  of  recovery,  Suzie  was  as  dependent,  as 
demanding,  and  as  orally  aggressive  as  a  baby.  In  this  period  of  her 
recuperation — the  stage  of  infantile  dependence — the  observational 
data  revealed  that  she  was  struggling  to  regain  trust  in  her  world. 
Her  need  for  physical  closeness  was  expressed  indirectly  more  often 
than  by  direct  verbal  communication.  She  cried  for  food  repeatedly 
and  was  relieved  of  tension  when  body  contact  with  another  person 
was  provided.  During  this  stage,  she  needed  help  to  bear  frustration 
of  her  wish  to  be  held  closely  by  her  mother. 

Before  Suzie  regained  trust,  another  behavior  trend  became 
predominant.  She  was  not  only  struggling  to  regain  trust,  but  she 
was  also  beginning  to  fight  to  regain  and  to  retain  the  autonomy  that 
she  had  lost  when  the  anesthesia  was  begun.  In  this  third  stage  of 
recuperation,  Suzie's  anxiety  mounted  to  a  point  which  seemed  dan- 
gerous physically.  Although  physical  findings  indicated  progress  to- 
ward recovery,  her  emotional  state  threatened  further  advancement. 
Fear  blazed  in  her  eyes  as  she  scanned  her  environment  or  questioned 
incessantly. 

Her  words,  as  well  as  her  nonverbal  behavior,  showed  that  she 
felt  grossly  endangered.  She  fought  to  regain  trust  and  to  master 
her  fear  of  procedures.  She  seemed  impelled  to  redouble  her  efforts 
to  maintain  her  integrity  or  equilibrium. 

When  Suzie's  powers  to  gain  control  of  her  environment  were 
used  in  providing  nursing  care,  her  anxiety  lessened  appreciably. 
Once  she  gained  more  mastery  of  her  fear  of  the  procedures  and  of 
losing  control  of  the  feelings  that  they  provoked,  her  physical  and 
emotional  state  improved.  Her  interest  extended  beyond  herself — 
she  used  initiative  in  play  by  herself  and  with  others ;  her  dependence 
upon  others  lessened ;  and  she  rested  for  longer  periods. 


Suzie's  adjustment  to  illness  and  hospitalization 

An  analysis  of  the  observations  during  hospitalization,  in  the 
clinic,  and  in  the  home  led  to  the  conclusion  that  Suzie  had  made  a 
comparatively  comfortable  adjustment  to  separation,  to  the  stress  of 
illness,  and  to  changes  in  her  body  and  in  her  environment  after  ex- 
tensive surgery.  Suzie  was  by  no  means  always  happy  during  hos- 
pitalization. Indeed,  she  was  anxious  and  depressed,  discouraged  and 
dispirited  at  times.  Postoperative  observation  of  her  behavior  at  home 
and  during  clinic  visits  showed  residual  anxiety  about  her  physical 
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safety.  She  dreaded  followup  visits  and  had  problems  in  dealing  with 
her  feelings  until  the  examination  was  over.  However,  she  made 
progress  physically  and  was  able  to  separate  herself  from  her  mother 
to  enter  kindergarten  9  months  after  she  left  the  hospital. 

Suzies  constructive  adjustment  was  related  to  many  factors,  not 
the  least  important  of  which  were  the  strengths  within  her  personality : 
(1)  She  had  highly  skilled  medical  care;  (2)  She  had  already  acquired 
the  means  and  mechanisms  for  regaining  trust  and  autonomy  from 
experiences  in  her  home  and  in  the  hospital  during  the  preoperative 
period;  (3)  The  mother-child  relationship  was  predominately  positive, 
and  she  was  able  to  transfer  her  warm  feelings  for  her  mother  to  her 
nurses;  (4)  Her  mother  had  confidence  in  Suzie's  nurses  and  was 
capable  of  helping  her  daughter  to  perceive  nursing  care  as  an  exten- 
sion of  maternal  care;  (5)  Suzie  had  realistic  awareness  of  the  pur- 
poses of  treatment  rather  than  fantastic  notions  about  them;  (6)  She 
was  able  to  relate  to  peers;  (7)  Her  constructive  defenses  against 
anxiety  were  supported;  and  (8)  She  had  a  nurse  whom  she  trusted 
and  depended  upon  before  her  operation.  This  nurse  provided  con- 
tinuity in  her  relationships  and  served  as  an  important  link  with 
her  mother. 

Retrospective  study  of  the  data  seemed  to  show  that  Suzie's 
mother  needed  more  help  than  she  received.  Had  she  had  it,  she 
might  have  been  able  to  deal  more  constructively  with  her  feeling 
of  helplessness  and  fear  lest  Suzie  die.  She  was  in  her  daughter's 
room  for  hours  each  day,  but  her  anxiety  made  close  physical  contact 
impossible  during  the  period  when  she  was  threatened  with  the  loss  of 
Suzie.  Although  Suzie's  mother  seemed  to  want  to  be  near  her,  close- 
ness frightened  her.  Suzie  might  have  regained  trust  in  people  faster 
if  her  mother  could  have  moved  closer  to  her  earlier. 

A  nurse  cannot  provide  the  amount  of  physical  closeness  the 
young  child  requires  after  major  surgical  intervention.  Keeping  the 
child  physically  safe  prevents  it.  Besides,  it  was  closeness  to  the 
mother  that  seven  of  the  eight  subjects  of  the  study  sought.  The 
eighth,  an  adolescent  boy,  neither  called  for  his  mother  nor  demanded 
that  she  move  closer  to  him  physically.  The  other  patients  seemed 
more  relaxed  when  their  mothers  were  in  physical  contact  with  them. 
These  observations  led  to  the  hypothesis  that  contact  with  the  mother 
was  an  important  factor  in  helping  the  child  to  regain  trust. 

Potential  danger  of  resignation 

The  third  stage  of  recuperation  after  cardiac  surgery  seemed 
of  special  importance,  both  physically  and  psychologically.  In  this 
stage,  awareness  of  the  outer  world  increases  as  the  child's  physical 
condition  improves  and  as  more  demands  for  adjustment  are  made  on 
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him.  As  recovery  takes  place,  he  has  to  face  the  repetition  of  un- 
comfortable procedures.  He  must  also  adapt  to  new  ones,  such  as 
removal  of  drainage  tubes,  intravenous  needles,  stitches,  and,  in  some 
instances,  to  blood  transfusions  as  well.  When  intravenous  therapy 
is  discontinued,  more  intramuscular  injections  are  necessary,  and  he 
is  expected  to  drink  more  fluids.  Such  an  accumulation  of  threats 
creates  another  crisis  for  the  child  which  puts  a  tremendous  strain  on 
his  weakened  body. 

This  stage  of  recuperation  is  more  dangerous  than  most  nurses 
and  doctors  realize.  Continuous  day-by-day  observations  by  the  same 
person  are  necessary  to  see  the  situation  from  the  child's  point  of 
view  and  to  find  ways  in  which  his  anxiety  can  be  reduced  to  protect 
his  life. 

During  this  period  of  vulnerability  to  a  heightened  level  of  anx- 
iety, preventing  resignation  seems  of  utmost  importance  in  the  nursing 
care  of  these  children.  Submission  leads  to  hopelessness  and  despair ; 
it  consumes  energy  often  to  a  point  of  immobilization.  The  psycho- 
logical effects  of  submission  on  the  child  are  well  understood,  but  its 
physical  consequences  have  never  been  investigated.  Is  it  not  pos- 
sible that  submission  slows  recovery  or  can  even  be  a  factor  in  the 
cause  of  death?  There  have  been  children  whose  hearts  have  been 
successfully  repaired  and  who  have  weathered  the  early  physiological 
threats,  only  to  die  later  from  no  known  cause  or  from  pathology 
which  was  not  serious  enough  to  cause  death.  There  is  not  sufficient 
evidence  to  prove  that  encouragement  of  the  child's  own  powers  to 
deal  actively  with  threats  conserves  his  energy  for  recuperation,  but 
this  merits  study.  Intensive  investigation  of  this  problem  seems 
urgent,  not  only  to  protect  those  children  who  undergo  cardiac  sur- 
gery but  also  to  improve  nursing  services  to  all  persons  who  are 
struggling  to  regain  their  autonomy  and  identity  'after  extensive  sur- 
gery, profound  stress,  or  critical  illness. 
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Chapter  2 


IMPROVING  THE  NURSING  CARE 
OF  CHILDREN  WITH  OPERABLE 
CARDIAC  DEFECTS 


WITH  THE  ADVENT  of  pediatrics  as  a  specialty,  nurses  became 
deeply  concerned  with  the  care  of  children  in  hospitals.  When  infec- 
tious and  nutritional  diseases  were  brought  under  control  as  a  result 
of  research  in  biochemistry  and  nutrition,  immunizations,  antibiotics, 
and  education  of  the  public,  pediatric  nurses  began  their  search  for 
ways  to  minimize  the  suffering  and  to  protect  the  growth  potential  of 
sick  children.  At  first,  pediatric  nurses  turned  to  nursery  and  ele- 
mentary school  education  to  gain  an  understanding  of  children.  The 
psychological  theories  advanced  by  Freud,  Jung,  and  Adler  and  their 
followers  in  the  United  States  and  Great  Britain  motivated  nurses 
to  look  at  the  care  of  children  in  terms  of  the  developmental  signifi- 
cance of  the  growth  process. 

These  theories  of  human  growth  and  development  and  behavior 
brought  marked  changes  in  the  attitudes  of  nurses  toward  the  care 
of  children  in  hospitals.  They  have  broadened  their  interest  from 
the  child's  disease  to  the  child  as  a  person.  They  now  perceive  the 
sick  child  as  a  person  with  common  human  and  particular  needs  which 
are  the  outgrowth  of  his  constitutional  makeup,  his  past  experiences 
within  his  family,  and  his  unique  mode  of  coping  with  his  health 
problems.  They  also  recognize,  to  a  far  greater  extent  than  they  have 
in  the  past,  his  need  for  protection  from  emotional  trauma  that  can 
result  from  treatment  in  a  strange  environment. 

Previous  studies  of  children's  reactions  to  illness 

Investigation  into  children's  reactions  to  illness,  to  separation 
from  their  family,  and  to  treatment  has  made  many  professional 
people  in  hospitals  aware  of  the  potential  pathogenic  effects  on  the 
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child  of  prolonged  separation  from  the  mother  or  mother-substitute. 
Bowlby's  1  and  Kobertson's  2  description  of  the  three  phases — protest, 
despair,  and  denial — through  which  the  young  child  passes  as  he  strug- 
gles to  deal  with  loss  of  maternal  care  during  hospitalization  has 
influenced  hospital  practices  considerably.  This  knowledge  has  sen- 
sitized many  nurses  to  the  young  child's  suffering  when  separated 
from  his  mother  and  affected  the  manner  in  which  they  respond  to 
him. 

The  work  of  Prugh,  Staubs,  Sands  and  others s ;  Freud 4 ; 
Levy5-  6;  Jessner,  Blom,  Waldfogel7;  Erickson8;  Blom9;  Plank10; 
Jackson  11 ;  Miller 12 ;  Bergmann  13 ;  Fineman  14 ;  and  Blake 15  have 
contributed  understanding  of  the  emotional  impact  of  illness  on  chil- 
dren and  parents. 

Some  of  the  measures  which  these  investigators  have  recom- 
mended to  support  children  in  coping  with  illness  include: 


1.  The  mother  rooming  in  with  her  sick  child. 
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2.  The  admission  of  the  child  to  a  nurse  rather  than  to  a  ward. 

3.  Unrestricted  visiting  by  parents  in  pediatric  units. 

4.  The  care  of  one  child  by  as  small  a  group  of  nurses  as  possible. 

5.  Honesty  in  telling  the  child  about  procedures. 

6.  Preparing  him  for  the  discomforts  and  the  degree  of  incapacity 
he  must  endure  postoperatively. 

7.  Encouragement  of  the  child's  cooperation  with  minimization  of 
restraint. 

8.  Providing  children  with  self-directed  play  to  help  them  master 
the  feelings  which  are  aroused  by  medical  treatment  procedures. 

9.  Opportunities  for  direct  expression  of  his  feelings  about  experi 
ences  in  the  hospital. 

10.  Recreational  programs  to  provide  for  the  outlet  of  tensions  and 
for  satisfying  activity  with  peers. 


During  this  same  period  when  insight  into  the  emotional  needs 
of  children  was  being  implemented  into  hospital  practice,  research 
in  pediatrics  and  surgery  was  achieving  dramatic  results  in  devising 
revolutionary  modes  of  treatment.  Advances  in  these  fields  made 
possible  the  diagnosis  and  correction  of  congenital  defects  which  were 
formerly  considered  inoperable.  This  phenomenal  development  in 
the  treatment  of  children  continues  to  confront  the  nurse  with  many 
new  and  complicated  problems.  In  addition,  it  is  posing  threatening 
problems  in  adjustment  for  afflicted  children  and  their  families.  Al- 
though new  technical  discoveries  in  surgical  treatment  forecast  hope 
for  a  lengthened,  productive  life  for  children  with  congenital  defects, 
the  stress  that  they  must  endure  to  become  rehabilitated  must  be  a 
major  concern  in  planning  for  and  in  giving  care  to  these  children. 

Of  all  surgical  procedures  discovered  thus  far,  those  associated 
with  the  diagnosis  and  correction  of  congenital  heart  defects  have 
aroused  the  greatest  interest  among  professional  and  lay  people. 
Spectacular  techniques  to  repair  defects  within  the  heart  with  the  use 
of  the  heart-lung  machine  are  restoring  to  health  more  handicapped 
children  than  ever  before. 

Challenged  by  the  role  which  nurses  might  play  in  saving 
the  lives  of  children  with  operable  cardiac  defects  and  in  protecting 
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their  growth  potential,  the  writer  made  children  with  this  health 
problem  the  subject  for  this  exploratory,  clinical  study  in  pediatric 
nursing. 


Statement  of  Purpose 

Short  experiences  with  children  before  and  after  heart  surgery 
had  provoked  questions  and  stimulated  the  writer's  interest  in  the 
trials  that  they  had  to  endure.  Consequently,  the  purposes  of  the 
writer  were  to  answer  these  questions : 

1.  How  can  nursing  care  minimize  the  physical  hazards,  anxieties, 
fears,  and  discomforts  to  which  these  children  are  subjected? 

2.  What  problems  require  further  systematic  investigation  to  protect 
children's  welfare  after  cardiac  surgery? 


Subjects  of  the  Study 

Eight  children  with  operable  cardiac  defects  and  their  parents 
were  selected  for  this  study  in  conference  with  the  cardiologist  and 
surgeon.  Table  1  provides  identifying  data  about  the  six  children 
who  were  studied  at  the  University  of  Chicago  hospitals  as  daily 
periods  of  nursing  care  were  provided  by  the  nurse-investigator. 
Full  responsibility  was  assumed  for  the  nursing  care  of  this  group 
of  children  during  the  hours  when  the  nurse  was  in  the  hospital. 
The  child's  age  and  current  health  status,  including  his  level  of 
adjustment  to  the  hospital,  were  factors  which  determined  the  hours 
of  nursing  care  provided.  Although  it  was  the  nurse's  intent  to 
study  the  children  through  the  entire  period  of  their  hospitalization, 
this  was  not  always  possible  because  of  previously  made  commitments. 

Study  of  the  nursing  care  of  children  with  operable  cardiac 
defects  was  also  done  in  three  other  medical  centers.  Table  2  cites 
details  pertaining  to  the  two  children  who  were  selected  for  study 
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by  head  nurses  in  other  centers.  In  studying  these  children,  the 
nurse-investigator  was  primarily  an  observer.  She  assisted  in  the 
provision  of  postoperative  nursing  care  only  when  her  help  was 
solicited  by  the  children's  special  nurses.  However,  she  made  her- 
self accessible  to  the  children  preoperatively.  She  was  available  to 
their  parents  during  the  total  period  of  observation  in  the  medical 
center. 


Table  2 

CHILDREN  STUDIED  SHOWING  AGE,  DIAGNOSIS,  OPERATIVE  PRO- 
CEDURE,  AND  PERIOD  OF  STUDY 


name 

age 

diagnosis 

operative  procedure 

period  of 
study 

Tom 

7  yrs. 

Infundibular  pul- 
monic stenosis, 
ventricular  septal 
defect. 

Repair  of  ventricular 
septal  defect,  re- 
moval of  pulmonic 
stenosis.  (Open 
heart  surgery.) 

5  days. 

Martha 

4  yrs. 

Atrial  septal  defect. 

Closure  of  atrial  sep- 
tal defect.  (Open 
heart  surgery.) 

5  days. 

Observing  and  Recording 

Most  of  the  observations  were  made  in  single  room  units,  clinics, 
or  in  the  recovery  rooms  of  the  hospitals.  Other  observations  were 
made  in  homes  after  the  patients  involved  in  the  study  were  discharged 
from  the  hospital. 

Visiting  hours  for  parents  in  the  University  of  Chicago  hos- 
pitals were  from  2  to  7  p.m.  daily.  They  were  unrestricted  for  several 
days  after  major  operative  procedures  had  been  carried  out  and  during 
periods  when  the  children  were  critically  ill. 

Children  with  open  heart  surgery  were  kept  in  the  recovery 
room  overnight  in  the  University  of  Chicago  hospitals.  Parents  were 
allowed  to  visit  their  child  once  during  the  evening  after  operation. 
Special  nurses  were  provided  24  hours  a  day  for  all  the  children 
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studied  for  the  first  2  to  7  days  after  operation.  I  assumed  the  role 
of  a  special  day  nurse  to  the  children  cited  in  table  1  during  the  critical 
period  after  operation.  Thereafter,  the  number  of  hours  spent  with 
each  child  varied  according  to  his  particular  needs  on  the  days  I  was 
with  him. 

The  questions  in  the  next  paragraph  were  posed  by  the  nurse 
when  the  project  proposal  was  made.  They  were  never  directly 
referred  to  again  until  analysis  of  the  recorded  observations  were 
undertaken.  The  following  are  reasons  why  the  observational  guide 
was  not  used  rigidly  during  the  study.  First,  problems  that  had 
never  been  seen  before  might  be  missed.  Second,  strict  adherence  to  it 
might  have  prevented  full  exploration  of  the  rich,  clinical  experiences 
which  became  available.  Being  accessible  to  the  children  and  their 
parents  during  periods  of  stress  was  important  to  provide  support 
when  they  needed  it  the  most.  It  was  equally  important  to  identify 
needs  and  the  elements  of  nursing  intervention  which  were  required 
by  them. 

Formulation  of  the  questions  which  follow  undoubtedly  influ- 
enced the  nurse's  focus  of  interest  and  affected  her  recording  of  ob- 
servations. However,  it  did  not  limit  observations  to  the  extent  that 
constant  referral  to  the  guide  might  have  done. 

1.  What  are  the  child's  physiological,  emotional,  and  behavioral 
responses  to  his  physical  symptoms,  medical  treatment,  strange 
environment,  and  nursing  care  by  a  person  other  than  his 
mother? 

2.  What  problems  in  adjustment  are  manifest  in  the  child's 
behavior? 

3.  Which  of  the  child's  defenses  are  constructive  in  that  they  pro- 
vide gratification,  conserve  energy  for  recovery  and  growth,  pre- 
vent personality  disorganization,  and  safeguard  his  relationship 
with  himself  and  other  important  persons?  (Defenses  which 
satisfied  these  personal  requirements  were  perceived  as  person- 
ality strengths.) 

4.  Which  of  the  child's  defenses  are  maladaptive  in  that  they  use 
energy  that  he  needs  for  physical  and  psychological  recovery, 
provide  minimal  gratification,  and  threaten  the  maintenance  of 
constructive  relationships  with  himself  and  others?  (Mala- 
daptive defenses  were  perceived  as  personality  limitations.) 

5.  What  physical  and  psychological  needs  does  the  child's  physical 
symptoms  and  behavior  betray? 
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6.  What  items  of  medical  care  are  provided? 

7.  What  elements  of  nursing  care  are  implemented  to  meet  specific 
identified  needs?  What  was  the  goal  of  each  element  of  nursing 
care  provided,  and  from  what  theory  was  it  derived? 

8.  What  physiological,  emotional,  and  behavioral  changes  occur  as 
medical  treatment  and  nursing  care  are  provided? 

9.  What  criteria  are  used  to  evaluate  the  effectiveness  of  nursing 
care? 

What  signs  of  progress  toward  physical  health  are  observed? 

What  signs  of  progress  toward  constructive  adjustment  to 
illness,  separation  from  mother  and  treatment  are  observed? 

10.  What  are  the  strengths  in  the  parent-child  relationship? 

11.  What  problems  does  the  mother  have  in  relation  to  her  child's 
health  and  how  does  she  deal  with  them? 

12.  What  is  the  content  of  the  support  provided  for  the  mother? 

13.  What  criteria  are  used  to  evaluate  the  effectiveness  of  the  support 
provided  for  the  mother? 

What  signs  of  progress  toward  constructive  resolution  of 
identified  problems  are  observed? 


Observations  were  made  in  the  hospital  or  home.  They  were 
not  made  in  a  laboratory  where  study  periods  can  be  structured  to 
eliminate  variables  which  change  the  context  of  the  situation  and  the 
observations  collected.  Since  the  children  were  studied  as  they  were 
cared  for,  the  nurse,  as  a  person,  and  her  philosophy  of  nursing  care 
influenced  the  environment  to  which  they  and  their  parents  responded. 
Therefore,  it  seems  important  to  include  a  summary  of  some  of  the 
convictions  that  influence  the  behavior  of  the  nurse  toward  children 
and  parents : 


1.  Knowledge  from  observation  and  thoughtful  study  of  the  child's 
and  his  parents'  behavior  and  the  nurse's  reactions  and  thoughts 
about  it  are  the  stimulus  for  nursing  action. 


13 


2.  The  nurse  can  improve  her  work  if  her  goals  of  care  are  thought- 
fully planned  after  study  of  the  child  and  his  parents,  and  if  she 
evaluates  the  effects  of  her  actions. 


3.  The  child's  body  and  mind  are  inseparable.  Emotional  as  well 
as  physical  support  is  derived  from  comforting,  protective,  physi- 
cal care  which  evolves  from  study  of  the  child,  from  understand- 
ing his  health  problems,  and  the  scientific  principles  underlying 
nursing  care.  It  is  given  within  the  context  of  constructive 
nurse-child  and  nurse-parent  relationships.  This  implies  sensi- 
tivity to  the  child's  and  parents'  responses  to  health  problems  and 
their  treatment.  It  recognizes  that  activity  is  purposely  planned 
to  meet  identified  needs  and  is  continually  evaluated  to  deter- 
mine its  value  to  the  patient  and  to  others  with  whom  the  nurse 
is  working. 

4.  Illness  and  treatment  in  a  hospital  can  strengthen  children's  and 
parents'  resources  in  dealing  with  stress. 

5.  Nursing  of  the  hospitalized  child  entails  many  activities  which 
are  purposefully  planned  to  help  him  progress  toward  physical 
and  mental  health.  It  includes  recognition  of  the  importance 
of  help  to  the  child  in  maintaining  warm  feelings  toward  him- 
self and  his  parents. 

6.  Active  participation  of  the  parents  in  their  child's  care  is  as  es- 
sential for  the  parents'  security  as  it  is  for  the  child's. 

7.  Concentration  on  the  support  of  personality  strengths  within  the 
child  and  his  parents  is  essential  in  the  provision  of  nursing  care. 

8.  The  known  is  less  frightening  than  the  unknown. 

9.  All  behavior  has  purpose  and  reflects  the  person's  past  experiences 
and  unique  responses  to  his  current  life  situation. 

10.  Play  which  springs  from  the  child's  struggle  to  master  anxiety 
impeding  his  growth  toward  maturity  has  more  potential  value 
for  him  than  does  play  which  is  adult  directed. 

11.  Permissiveness  which  sanctions  the  direct  expression  of  feeling 
conserves  energy.  It  provides  knowledge  from  which  changes 
in  the  environment  may  be  made  when  they  are  indicated.  How- 
ever, restrictions  on  the  direct  expression  of  feeling  must  be  im- 
posed when  the  child's  behavior  shows  that  he  needs  such  limits 


to  prevent  guilt,  to  adapt  to  reality,  and  to  alleviate  fear  of  his 
own  impulses. 

Prior  to  her  study  of  Suzie — the  first  patient  to  be  studied — 
the  nurse  gained  security  in  the  provision  of  safe,  physical,  nursing 
care  from  fragmented  experiences  with  several  children  after  open 
heart  surgery.  This  freed  her  to  respond  more  fully  to  Suzie's  emo- 
tional needs  and  to  those  of  her  parents.  As  the  study  progressed,  new 
insights  into  the  needs  of  these  children  and  their  parents  were  ac- 
quired. As  this  occurred,  the  nurse's  concept  of  her  role  changed  and 
her  focus  of  interest  broadened. 

A  notebook  was  carried  constantly  to  jot  down  notes  in  minutes 
snatched  from  actively  caring  for  the  child.  Therefore,  of  necessity, 
notes  were  fragmentary  and  summarized  in  the  nurse's  own  short- 
hand. Then  they  were  expanded  as  soon  after  events  occurred  as 
possible — while  the  child  slept  or  during  periods  when  the  help  of 
another  nurse  could  be  obtained. 

Records  were  made  of  the  child's  physiological,  emotional,  and 
behavioral  responses  before,  during,  and  after  such  events  as  medical 
and  nursing  procedures,  examinations,  and  nursing  activities.  The 
nurse's  reactions  to  and  thoughts  about  the  child's  behavior  during 
these  events  were  recorded.  The  child's  words  and  feelings  were 
stored  in  her  mind  or  in  her  notebook  to  use  when  the  notes  were 
written  up  fully  at  the  end  of  the  observation  period.  A  description 
of  the  child's  physical  state  and  changes  in  the  doctor's  orders  were 
added  to  the  daily  record. 

Observations  were  made  of  the  interaction  between  the  child 
and  his  parents ;  the  child  and  the  nurse  or  other  personnel ;  and  the 
parents  and  the  nurse.  Questions  were  recorded  about  the  nurse's 
behavior  in  relation  to  the  child,  or  about  the  behavior  of  the  child  and 
his  parents,  or  about  the  clinical  symptoms  that  were  being  observed. 
Goals,  changes  in  plan  of  care  and  the  reasons  for  them  were  made 
a  part  of  the  record.  Accounts  of  the  child's  behavior  during  play 
were  made.  At  these  times,  it  was  possible  to  record  verbatim  the 
child's  words  as  they  were  associated  with  a  specific  toy  or  activity. 
Changes  in  feeling  tone  were  easily  discernible  and  recorded. 

Notes  were  not  taken  when  the  12-,  14-,  and  16-year-old  patients 
involved  in  the  study  were  fully  aware  of  their  environment  because 
the  nurse  surmised  that  this  activity  would  lessen  the  adolescents' 
spontaneity  in  their  relationship  with  her.  Nor  were  notes  taken 
during  conferences  with  parents.  Instead,  notes  were  jotted  down 
soon  after  listening  to  or  talking  with  them. 

Observations  made  of  the  two  children  in  table  2  were  more 
nearly  verbatim  accounts  of  the  interaction  which  occurred  between 
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them  and  their  parents  and  hospital  personnel.  These  notes  were 
written  up  fully  immediately  after  each  period  of  observation. 


Analysis  of  the  Recorded  Observations 

The  sheer  volume  of  recorded  observations  presented  a  complex 
problem.  After  considering  a  variety  of  methods  of  analyzing  the 
records  and  reporting  the  findings,  presentation  of  a  clinical  study 
seemed  the  most  useful  way  to  report  the  elements  of  nursing  care 
which  were  used  in  the  care  of  all  the  children  cited  in  table  1,  from 
the  time  the  operation  was  over  to  the  time  they  had  become  conva- 
lescent. It  seemed  the  logical  way  to  demonstrate  one  method  of 
clinical  investigation  which  might  be  used  by  others  as  a  first  step 
in  finding  ways  in  which  the  nursing  care  of  sick  children  could  be 
improved. 

An  article  published  by  Erikson 16  several  months  after  Suzie's 
heart  was  repaired  aroused  many  questions.  In  this  article,  he  states 
that  the  negative  counterparts 17  of  each  stage  of  instinctual  develop- 
ment are  never  completely  or  permanently  conquered.  Instead,  they 
must  be  reconquered  continuously  throughout  life  "in  the  same  way 
that  the  body's  metabolism  resists  decay."  In  addition,  he  says  "all 
that  we  learn  [in  the  process  of  growing  up]  are  certain  fundamental 
means  and  mechanisms  for  retaining  and  regaining  mastery.  Life  is 
a  sequence  not  only  of  developmental  but  also  of  accidental  crises.  It 
is  hardest  to  take  when  both  types  of  crises  coincide." 

The  accidental  crises  referred  to  above  include,  of  course,  the 
crisis  of  illness.  Two  further  points  which  Erikson  makes  have  a 
direct  and  profound  bearing  on  the  nursing  care  of  children.  He  says 
that  there  is  a  residue  of  infantile  anxiety  and  fear  of  abandonment 
in  every  personality  that  comes  into  play  during  all  periods  of  severe 
stress.  In  addition,  he  states  that  every  adult  who  undergoes  serious 
surgery  has  to  repeat  the  battle  with  the  negative  counterparts  of  each 
stage  of  instinctual  development  through  which  he  passed  before 
recovery  is  completed.  If  this  is  true,  is  it  not  also  necessary  for  the 
child  to  reconquer  the  negative  counterparts  of  the  stages  of  develop- 


M  Erikson,  Erik:  Youth  and  the  Life  Cycle.    CHILDREN,  i960,  7,  43-49  (March-April). 

"The  negative  counterparts  of  the  core  problems  for  the  various  stages  of  development  to 
which  Erikson  referred  are  mistrust,  shame  and  doubt,  guilt,  inferiority,  identity  diffusion, 
isolation,  self -absorption,  and  disgust. 
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ment  through  which  he  passed  prior  to  the  time  he  underwent  a 
major  surgical  operation? 

Other  questions  arising  from  Erikson's  article  were  used  to 
analyze  the  observations  collected  during  Suzie's  postoperative  period. 
They  were: 

1.  Did  Suzie  go  through  identifiable  stages  while  recovering  from 
heart  surgery?  If  so,  what  physical  state  and  behavior  were  pre- 
dominant in  each  stage? 

2.  Is  there  evidence  to  support  the  hypothesis  that  Suzie  was  strug- 
gling to  reconquer  the  negative  counterparts  of  each  stage  of 
instinctual  development  through  which  she  passed  prior  to  major 
surgical  intervention? 

3.  What  was  the  content  of  the  nursing  care  provided  to  help  Suzie 
reach  her  goals  during  different  stages  of  recovery  from  oper- 
ation? How  was  it  determined?  Upon  what  theory  was  it 
based? 

4.  What  criteria  were  used  to  evaluate  the  effectiveness  of  the  spe- 
cific elements  of  nursing  care  provided  to  help  Suzie  regain  trust, 
autonomy,  and  begin  again  to  resolve  her  next  core  problem  in 
psychosocial  development — initiative  vs.  guilt? 

The  clinical  study  of  Suzie  which  follows  gave  the  nurse  an 
opportunity  to  search  for  answers  to  the  above  questions  and  to  present 
her  findings  through  a  description  of  Suzie's  behavior.  It  showed  her 
ways  in  which  hypotheses  might  be  tested  further  with  other  sick 
children  and  in  other  situations.  Then  those  of  verified  importance 
can  be  incorporated  into  the  education  of  nurses  who  are  directly  con- 
cerned with  the  care  of  sick  children. 
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Chapter  3 


A  DESCRIPTION  OF  SUZIE'S 

NURSING  CARE  DURING 
THE  PREOPERATIVE  PERIOD 


THE  FIRST  TIME  I  saw  4-year-old  Suzie,  she  was  standing  up  in 
bed  in  a  large,  single  hospital  room ;  her  white  nightie  hung  to  her 
ankles,  and  the  sunlight  streaming  in  at  the  window  outlined  her  frail 
shapely  body.  She  was  poised  on  one  foot  with  one  hand  holding  the 
edge  of  her  gown.  As  I  entered  the  room,  she  tilted  her  head  toward 
me,  leaned  forward,  looked  searchingly  into  my  face  and  asked : 
"Who  is  going  to  give  me  a  bath  ?  I  haven't  had  one  yet."  Suzie's 
shoulder-length,  wavy  auburn  hair  softened  her  pretty,  pale,  thin  face. 
Her  dark  brown  eyes  were  bright,  penetrating,  and  shadowed  with 
long,  upturned  lashes.  Her  even,  white  teeth  appeared  as  she  smiled 
half-heartedly  and  chatted  in  language  that  was  easily  understood. 

Suzie's  behavior  betrayed  her  concern  about  being  cared  for. 
She  expressed  her  need  for  a  bath  and  made  it  clear  that  she  expected 
to  have  this  need  met.  She  showed  interest  in  people — in  this  instance, 
her  nurse — and  a  capacity  to  use  them,  not  only  with  her  words  but  also 
in  her  body  language.  She  was  an  appealing  child  who  made  her 
new  nurse  know  she  was  wanted — and  would  enjoy  working  with  this 
outgoing,  sprightly  little  girl. 


Suzie's  History 

Suzie  had  had  an  unusual  amount  of  care  during  her  short  life- 
time. This  made  her  expect  care  from  others  and  focused  her  interest 
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on  it.  Ted,  her  11 -year-old  brother,  and  sisters,  Ann  and  Debby,  age 
9  and  3,  had  all  been  larger  and  healthier  than  she  at  birth.  Suzie 
was  born  at  term  after  an  uncomplicated  pregnancy.  Her  small  size 
at  birth  (2,600  grams) ,  roseola  at  13  months  of  age,  and  frequent  bouts 
of  croup  had  required  two  short  periods  of  hospitalization.  A  diag- 
nosis of  congenital  heart  disease  at  2  years  of  age  made  highly  pro- 
tective care  a  natural,  inevitable  consequence. 

When  a  cardiac  murmur  was  discovered  during  her  first  physical 
examination,  it  was  thought,  at  first,  to  be  of  minor  significance ;  but 
later,  when  its  full  significance  was  determined  from  diagnostic  pro- 
cedures, it  became  a  major  focus  of  Suzie's  40-year-old  mother.  Pre- 
venting croup  seemed  uppermost  in  the  mind  of  Suzie's  intelligent, 
European-born  mother.  She  felt  helpless  in  the  face  of  Suzie's  misery 
and  stated  that  she  feared  that  she  would  lose  her  each  time  she  became 
ill.1 

Suzie  had  had  one  period  of  hospitalization  at  27  months  of  age 
for  cardiac  catheterization  and  evaluation.  On  admission,  a  loud  grade 
3  systolic  murmur  was  heard  over  the  precordium.  There  was  also  a 
grade  2  diastolic  rumbling  murmur  heard  in  the  third  and  fourth 
interspace.  Physical  findings  and  an  electrocardiograph  examination 
suggested  a  diagnosis  of  auricular  ventricular  communis.  When  the 
cardiac  catheterization  was  done,  the  fluoroscopic  examination  revealed 
that  the  catheter  loop  passed  through  a  defect  either  in  the  lower 
atrium  or  high  in  the  ventricle.  There  was  a  left  to  right  shunt  of 
blood  through  the  heart,  ventricular  hypertrophy,  and  minimal  pul- 
monary congestion.  The  oxygen  studies  of  her  blood  were  compatible 
with  a  diagnosis  of  interventricular  septal  defect.  This  confirmed 
the  original  diagnosis. 

Upon  discharge,  tri  sulpha  suspension  1  teaspoonf  ul  twice  daily 
and  Wagner's  mixture  grams  1  three  times  daily  were  prescribed  for 
home  use.  Possible  surgery  at  a  later  date  was  suggested  to  the  Lees 
(Suzie's  parents). 

Observations  recorded  by  Mrs.  Lee  suggested  that  motor  and 
psychological  growth  had  progressed  normally  in  spite  of  Suzie's 
health  problem.  Mrs.  Lee  shared  her  diary  with  me  after  I,  the  nurse- 
investigator,  inquired  about  her  daughter's  early  experiences.  Suzie 
was  breast  fed  during  the  first  3  weeks  of  life.  She  was  weaned  from 
the  bottle  by  1  year  of  age.  Mrs.  Lee  wrote  about  Suzie's  spirit  and 
of  her  interest  in  dolls,  in  dressing  up  in  her  sister's  clothing,  and  in 
learning  to  walk,  talk,  and  ride  a  bicycle.  She  also  made  note  of 
Suzie's  tempestuousness  at  17  months  of  age.    At  21  months,  Suzie  fed 


1  Suzie's  malformed  heart  was  also  a  source  of  worry  and  sadness  to  her  father.  Information 
about  his  concerns  was  never  received  directly  because  his  business  prevented  visiting  in  the 
ward  while  the  nurse  was  there.  Her  only  contacts  with  him  were  on  the  day  of  operation, 
in  the  period  immediately  following  it,  and  during  clinic  and  home  visits. 
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herself,  had  a  good  appetite,  and  enjoyed  a  wide  variety  of  foods.  At 
2  years,  she  became  negativistic  and  finger  sucking  ceased.  When 
Suzie  was  3y2  years  old,  Mrs.  Lee  wrote  about  the  children's  happiness 
during  the  summer  until  Suzie  wrecked  Ann's  toy  birds  by  pulling 
their  wings  off.  Her  diary  suggested  that  the  other  children  in  the 
family  were  aghast  at  Suzie's  behavior  and  scolded  her.  Suzie  defied 
them  and  vanished  from  the  scene  with  a  flip  of  her  skirt. 

Mrs.  Lee  spoke  about  her  experiences  in  toilet  training  the  chil- 
dren. Her  oldest  children  "had  trained  themselves."  She  diapered 
Suzie  at  night  because  she  was  fearful  lest  she  get  chilled.  When 
Suzie  was  hospitalized  for  croup,  she  did  not  require  diapering  at 
night.  When  Mrs.  Lee  asked  her  why  she  wet  herself  at  home  but  not 
in  the  hospital,  Suzie  said,  "It's  all  right  if  I  do  it  in  my  house." 

From  perusing  the  diary,  it  seemed  to  me  as  if  Suzie  had  been 
an  easy  baby  to  take  care  of  and  that  Mrs.  Lee  derived  pleasure  from 
mothering  her.  However,  the  diary  ended  with  a  note  of  sadness. 
Another  bout  of  croup  was  recorded,  and  Mrs.  Lee  referred  to  her 
apprehension  about  the  impending  operation. 


Susie's  Current  Health  Problem 


When  Suzie  entered  the  hospital  at  4  years  of  age  for  open  heart 
surgery,  physical  examination  revealed  her  bodily  responses  to  her 
congenital  heart  defect  and  respiratory  infections.  Increase  in  weight 
since  her  last  admission  was  meager;  her  admission  weight  was  14.6 
Kgs.  (32.1  pounds)  ;  her  hemoglobin  was  low  (11  grams).  She  had 
a  respiratory  infection;  her  temperature  was  38°  Centigrade  (99.8° 
F.) ;  her  white  blood  cell  count  was  slightly  elevated  (10,200)  ;  and 
her  pulse  rate  was  110  beats  per  minute.  Her  blood  chemistry  and 
pressure,  urinalysis,  and  red  blood  cell  and  platelet  count,  clotting 
and  coagulation  time  were  all  within  normal  limits. 

Suzie  knew  that  she  was  going  to  have  "her  heart  fixed"  when 
she  entered  the  hospital.  In  addition  to  fearing  the  unknowns  of  an 
operation,  she  must  also  have  absorbed  some  of  her  parents'  anxiety. 
"She  knows  something  is  bothering  her  mother  and  dad.  She  knows 
there  is  a  cloud  at  home,"  Mrs.  Lee  said  after  I  questioned  her  to  obtain 
the  information  that  I  needed  to  support  Suzie's  immature  ego  in 
coping  with  illness  and  in  adjusting  to  the  hospital.  Mrs.  Lee  spoke 
about  preparing  Suzie  for  hospitalization  with  little  expression  of  feel- 
ings.   Her  voice  and  feelings  seemed  intellectually  controlled.  This 
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manner  of  speaking  continued  until  the  dangers  of  the  operation  had 
receded  well  into  the  past. 


The  Nurse  Plans  Her  Care  of  Suzie 

The  nursing  diagnosis  and  plan  of  care  for  Suzie  evolved  from : 
(1)  a  study  of  her  history  and  the  doctor's  goals  and  plans  for  her 
treatment;  (2)  an  understanding  of  her  health  problem  and  the  way 
in  which  it  affected  her  body  and  mind;  (3)  a  tentative  assumption 
about  her  troubles  and  strengths  in  coping  with  them ;  and  (4)  testing 
the  hypotheses  against  subsequent  observations  to  determine  their 
validity  or  inaccuracy.  Inferences  concerning  Suzie's  needs  for  nurs- 
ing care  were  drawn;  then  these  were  tested  against  subsequent  ob- 
servations to  determine  whether  or  not  nursing  care  had  helped  Suzie 
progress  toward  physical  health  and  a  constructive  adjustment  to  her 
problems. 

In  my  first  nursing  experience  with  Suzie,  I  detected  signs  of 
her  physical  problem.  She  was  fragile  and  showed  a  need  for  protec- 
tion from  infections,  for  essential  nutrients  to  build  up  her  resistance, 
and  for  ample  rest.  My  8-day  study  of  Suzie  during  the  preoperative 
period  showed  that  she  was  having  difficulties  in  coping  with :  (1)  sep- 
aration from  her  family  and  home ;  (2)  the  frightening  demands  of  the 
hospital  environment;  (3)  aggressive  feelings  and  fear  of  bodily  in- 
jury; and  (4)  preparation  for  the  operation  and  postoperative  care. 
These  problems  in  adjustment  were  considered  in  planning  her  pre- 
operative care  because  they  were  affecting  her  physical  state  tremen- 
dously. Relieving  her  anxiety  was  also  important  in  establishing  a 
positive  relationship  with  her.  I  hoped  that  she  could  see  me  as  a 
person  she  could  trust  and  depend  upon,  both  at  the  moment  and  in 
the  future  after  her  heart  had  been  repaired. 

Nursing  care  during  the  preoperative  period  was  evaluated  as 
effective  when  my  observations  showed  that  Suzie  had:  (1)  gained 
trust  in  her  nurses  and  could  seek  and  accept  care  and  comfort  from 
them;  (2)  become  interested  in  food  and  her  new  environment;  (3) 
become  able  to  relax  to  a  greater  degree  during  rest  periods;  (4)  no 
signs  which  manifested  the  onset  of  infection;  (5)  surplus  energy  for 
play  and  was  able  to  shift  from  passivity  to  imaginative  play  as 
mother,  nurse,  or  doctor;  (6)  gained  freedom  to  express  her  feelings 
in  such  direct  ways  as  crying  and  showing  her  anger  and  fright;  (7) 
maintained  her  emotional  tie  to  her  parents  as  evidenced  by  signs  that 
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she  anticipated  reunion  with  them,  enjoyed  their  visits,  and  was  sad- 
dened by  their  departure,  but  trusted  that  they  would  return;  and 
(8)  gained  courage  to  face  feared  experiences. 

During  the  postoperative  period  when  additional  problems  were 
created  by  changes  in  Suzie's  body  and  environment,  additional  cri- 
teria were  needed  to  assess  the  effectiveness  of  nursing  care.  Nursing 
care  was  deemed  helpful  when  observations  showed  that  Suzie  had: 

(1)  freedom  from  complications;  (2)  regained  trust  in  herself,  her 
parents,  and  nurses;  (3)  the  courage  to  assert  herself  to  regain  self- 
esteem  and  mastery  of  herself  and  the  treatment  measures;  (4)  a  real- 
istic awareness  of  the  need  for  various  procedures  rather  than  fantastic 
notions  about  them;  (5)  courage  to  look  at,  care  for,  and  talk  about 
her  body;  (6)  freedom  from  fear  of  taking  an  active  role  in  playing 
with  hospital  equipment  ;  (7)  assurance  that  her  heart  was  repaired 
and  that  she  was  recuperating  and  would  go  home;  and  (8)  interest 
in  playmates,  new  experiences  outside  her  room,  and  in  regaining  her 
ability  to  help  in  caring  for  herself. 

Observation  of  the  strengths  in  the  mother-child  relationship 
and  of  Mrs.  Lee's  mode  of  coping  with  Suzie's  health  problem  and 
treatment  were  also  a  part  of  Suzie's  nursing  care.  Mrs.  Lee's  be- 
havior showed  problems  in  dealing  with :  ( 1 )  the  doctor's  criticism 
of  Suzie's  behavior;  (2)  postponement  of  the  operation;  (3)  feelings 
of  helplessness;  (4)  fear  of  loss  of  control  of  her  feelings;  and  (5) 
fear  lest  Suzie  might  die. 

Nursing  care  was  evaluated  as  effective  when  the  observations 
showed  that  Mrs.  Lee:  (1)  had  gained  confidence  in  Suzie's  nurses; 

(2)  was  able  to  help  Suzie  perceive  nursing  care  as  an  extension  of 
maternal  care;  (3)  could  perceive  value  in  postponement  of  the 
operation ;  (4)  felt  more  secure  about  Suzie's  safety  and,  thereby,  more 
in  control  of  her  feelings  when  in  physical  contact  with  her;  (5)  felt 
more  confident  of  her  ability  to  care  for  Suzie;  and  (6)  had  less  need 
to  overprotect  Suzie. 


Dealing  With  Suzie's  Separation  From  Her  Mother 

The  most  difficult  problem  for  the  young  child  in  the  hospital 
is  to  master  the  anxiety  growing  out  of  separation  from  his  mother.2 


3  Jessner,  Lucie  and  Kaplan,  Samuel:  Observations  on  the  Emotional  Reactions  of  Children 
to  Tonsillectomy  and  Adenoidectomy.  [In]  PROBLEMS  OF  INFANCY  AND  CHILDREN: 
Transactions  of  the  Third  Conference,  March  7-8,  1949,  New  York.  Edited  by  Milton 
Senn,  M.D.    New  York:  Josiah  Macy,  Jr.,  Foundation,  1949.    (p.  97-118.) 


22 


Even  though  he  has  been  dealing  with  separation  since  the  time  that 
he  discovered  himself  as  a  person  distinct  from  his  mother,  the  4-year- 
old  child  cannot  withstand  maternal  deprivation  in  a  strange,  fear- 
provoking  environment  without  endangering  his  personality-growth 
potential.3  When  the  child  under  5  years  of  age  is  frightened,  he 
seeks  comfort  from  his  mother.  When  he  does  not  have  this  support 
in  the  hospital,  he  must  deal  with  varied  threatening  feelings  to  pre- 
vent unbearable  anxiety. 

When  the  young  child  has  been  in  the  hospital  before,  buried 
feelings  are  stirred  up  and  complicate  adjustment  to  the  current  sepa- 
ration. He  will  also  have  problems  in  coping  with  separation  from 
any  person  who  becomes  important  to  him  in  the  hospital.  In  addition 
to  dread  of  being  left  alone  again,  the  young  child  also  has  grief  and 
hostility  to  bear.  Bowlby  states  that :  "Each  of  these  experiences — 
separation,  threats  of  separation,  actual  rejection  or  expectation  of 
rejection — enormously  increases  the  child's  hostility,  whilst  his  hos- 
tility greatly  increases  his  expectation  of  rejection  and  loss."  4  When 
the  child  has  loved  and  lost,  he  must  also  master  his  fear  of  closeness 
before  he  can  permit  himself  to  risk  loving  again. 

Suzie's  behavior  when  her  parents  left  her  on  the  day  of  ad- 
mission and  in  the  period  thereafter  revealed  that  her  ego  was  not 
strong  enough  to  master  anxiety  about  separation.  She  broke  down 
and  cried  bitterly  when  her  parents  left  at  7  p.m.,  and  then  withdrew 
into  sleep. 

In  my  initial  observation  of  Suzie,  which  was  3  days  after  ad- 
mission, she  had  ceased  to  cry  and  was  using  all  her  strengths  to  de- 
fend herself  from  grief,  anger,  and  anxiety.  She  played  at  being 
"mama"  to  her  dolls,  giving  them  the  mothering  that  she  needed  for 
herself.  She  kept  herself  busy  to  hide  her  helplessness  from  herself. 
She  also  used  the  personnel  to  get  the  gratification  that  she  needed  to 
maintain  self-control.  'She  had  "settled  in"  5  but  she  was  still  not  free 
from  grief,  anger,  and  fear,  by  any  means.  A  superficial  glance  gave 
the  impression  of  constructive  adjustment  to  maternal  deprivation, 
but  subsequent  observation  did  not  validate  this  assumption. 

Surmising  that  assurance  of  care  would  support  Suzie  in  dealing 
with  her  grief  and  fear  of  the  unknown,  I  began  at  once  to  let  her 
know  that  I  wanted  to  be  her  friend.  When  I  entered  the  room,  she 
was  busily  engaged  in  covering  her  doll  and  said,  "I'm  a  big  mama." 


3  Bowlby,  John:  MATERNAL  CARE  AND  MENTAL  HEALTH.  Geneva:  World  Health 
Organization,  1951.    (Monograph  Series  No.  2.) 

*  Bowlby,  John:  Separation  Anxiety.  INTERNATIONAL  JOURNAL  OF  PSYCHO- 
ANALYSIS, i960,  41,  89-113  (March-June). 

8  Robertson,  James:  YOUNG  CHILDREN  IN  HOSPITALS.  New  York:  Basic  Books,  Inc., 
1958.    104  pp.    (esp.  p.  19.) 
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Her  face  was  strained  and  her  hair  hung  untidily  about  her  neck. 
I  said,  "When  you've  put  your  dolly  to  sleep,  I'll  help  you  rest.  First 
I'll  comb  your  hair  and  put  some  ribbons  in  it." 

After  combing  Suzie's  hair,  she  accepted  my  offer  to  hold  her. 
She  had  moved  closer  to  me  in  my  first  contact  with  her.  Therefore, 
I  surmised  that  she  might  welcome  a  chance  to  sit  on  my  lap.  After 
she  had  settled  herself  on  my  lap,  she  thought  of  her  mother:  "My 
mama  is  going  to  bring  my  red  high  heeled  slippers  today."  She  sat 
bolt  upright  on  my  lap  and  looked  directly  into  my  eyes.  She  re- 
sponded when  I  introduced  myself  and  to  the  identification  of  my  role 
by  saying  my  name  and  by  letting  me  know  again  that  she  had  a 
vested  interest  in  her  own  care:  "I'll  need  a  blanket  over  me  when 
I  rest."  I  got  a  blanket  immediately  because  I  wanted  her  to  know  that 
my  prime  purpose  in  being  with  her  was  to  protect  her  physically  and 
make  her  as  comfortable  as  a  nurse  is  able  to  do. 

When  I  returned,  I  also  brought  food  because  I  noted  an  un- 
touched tray  of  food  on  her  table,  and  I  surmised  that  feelings  of 
despair,  anger,  loneliness,  and  abandonment  had  prevented  her  from 
eating.  Suzie  took  the  cookie  readily,  drank  a  carton  of  milk,  and 
ate  a  slice  of  toast. 

In  a  few  minutes,  my  assumption  that  Suzie  was  depressed  and 
fatigued  from  loneliness  during  the  morning  was  verified.  On  her 
own  volition,  she  lay  down,  pulled  the  blanket  up  around  her  shoulders, 
yawned,  and  told  me  that  she  was  tired.  Then  she  asked  me  if  I  would 
tell  her  when  rest  hour  was  over.  At  that  moment,  the  cries  of  children 
became  audible.  Suzie's  mouth  quivered;  her  eyes  watered.  In  a 
shaky  voice  she  said,  "I  don't  cry  anymore  here  because  I  know  my 
mama  is  coming  every  day."  Conjuring  up  the  image  of  her  mother's 
arrival  made  it  possible  for  her  to  keep  back  the  tears.  Her  words 
connoted  trust — a  personality  strength  of  great  importance  in  dealing 
with  the  stress  that  she  felt  now  and  would  have  to  face  in  the  future. 

Whenever  Suzie  dared  to  face  her  feelings  of  loss,  I  shared  this 
concern  with  her  in  the  hopes  that  it  would  help  her  to  preserve  her 
emotional  tie  to  her  mother.6  When  I  saw  that  she  was  struggling  to 
believe  that  her  mother  would  return,  I  said  things  like  this:  "Of 
course,  you  can't  wait  until  your  mother  comes  and  you  can  go  home 
again.    She  will  come  back,  Suzie." 

While  Suzie  slept,  I  noted  the  symptoms  of  ill  health  that  had 
to  be  considered  in  preparing  her  for  her  operation.  The  circles  under 
her  eyes  were  more  pronounced  as  she  slept.  Her  sleep  was  fitfull. 
She  turned  often  and  occasionally  muttered  the  word  "mama"  in  her 


"Telephone  calls  to  "mother"  help  children  maintain  their  tie  to  her.  Daily  calls  prevent 
fear  of  permanent  loss  and  shorten  the  time  between  visits.  Assurance  of  visits  strengthens  the 
child's  ego  in  coping  with  separation  anxiety. 
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sleep.  Her  lips  were  pink  but  she  looked  wistful  and  debilitated. 
However,  her  breathing  was  regular  and  she  showed  no  signs  of  res- 
piratory distress. 

The  next  morning,  Suzie's  greeting  showed  that  my  presence 
during  rest  hour  had  been  meaningful  to  her :  "Don't  forget  to  help  me 
rest  again  today."  During  the  days  which  followed,  she  continued 
to  voice  her  fear  of  being  alone  during  rest  periods :  "You'll  stay  while 
I'm  asleep,  won't  you?"  Helping  her  to  trust  that  she  would  not  be 
abandoned  during  sleep  was  a  major  component  of  preoperative  care. 
Then  the  goal  of  adequate  rest  after  operation  could  be  attained. 

Suzie's  anxiety  was  also  betrayed  during  play  and  meal  times. 
When  she  was  deeply  absorbed  in  play,  she  often  said  things  like  this : 
"I  know  when  my  mama  is  coming.  I  cry  a  little  bit  at  night."  One 
day  when  she  was  on  the  pottie,  she  said,  "I  can't  wait  until  my  mama 
comes.  It's  a  cloudy  day  to  me.  I  think  it's  going  to  rain."  After 
urinating,  Suzie  wanted  to  draw.  As  she  drew  a  girl,  she  said,  "Last 
night  I  thought  I  was  going  home  in  blue  clothes."  Then  gazing  at 
the  finished  picture  in  blue,  she  said  mournfully,  "She's  a  sad  looking 
girl.  She's  sad  because  her  mama  isn't  here."  She  spied  her  doll  and 
said,  "My  doll's  sad  because  I'm  here."  By  displacing  her  feelings  of 
sadness  and  wish  to  cry  outside  of  herself,  Suzie  was  better  able  to 
cope  with  frustration. 

Suzie  wanted  to  talk  about  her  mother  and  the  feelings  of  loss 
that  she  was  enduring.  To  help  her  know  that  I  was  feeling  with  her, 
I  said,  "It's  always  cloudy  when  mamas  aren't  here.  You  miss  your 
mama  so  much  and  need  her,  too.  She  is  coming  every  afternoon. 
She  told  you  that  she  would  come  and  she  will  when  naptime  is  over." 

When  sympathetic  understanding  is  provided,  the  child's  sup- 
pressed feelings  of  loneliness  are  apt  to  come  to  the  surface.  With 
this  knowledge,  the  nurse  can  prepare  herself  to  cope  with  her  own 
feelings  when  the  child  expresses  himself  freely.  Without  this  prep- 
aration, she  may  have  to  use  her  energy  to  control  herself  rather  than 
having  it  free  to  comfort  the  child.  In  so  doing,  she  communicates 
that  self-expression  is  welcomed. 

The  voices  of  adults  in  the  hallway  always  stimulated  expres- 
sion of  feeling  about  waiting  for  her  parents'  arrival :  "Oh,  I  guess 
the  parents  are  coming  now.  I  hope  so.  It  gets  lunch  time  in  a  hurry. 
Is  it  nearly  lunch  time  now  ?  I  hope  so  because  I  want  my  mama  and 
daddy  to  come  soon."  When  Suzie  saw  a  child  being  discharged,  her 
voice  quivered  as  she  said,  "I  can't  wait  until  I  go  home."  I  responded 
to  her  expression  of  frustration  by  saying,  "Sometimes  it  must  seem 
like  you  have  to  wait  forever  to  go  home,  Suzie.  But  it  won't  be  for- 
ever. Soon  your  heart  will  be  fixed;  then  you'll  go  home.  Your 
mommy  knows  you'll  go  home,  too,  but  it  is  so  hard  to  wait,  Suzie." 

The  sound  of  crying  children  invariably  upset  Suzie.  Her 
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words  and  signs  of  irritation  under  these  circumstances  revealed  the 
way  in  which  she  coped  with  maternal  deprivation  whenever  she  was 
tempted  to  express  her  feelings  overtly:  "Why  is  that  baby  always 
crying?"  When  she  was  encouraged  to  answer  her  own  question,  she 
said,  "Maybe  he's  hungry.  Or  maybe  he  wants  his  mother  here." 
On  the  second  day  of  care,  she  reacted  to  screams  with  indignation : 
"I  would  never  do  that!  I  just  go  to  sleep  until  my  mama  comes. 
That  little  boy  is  crying  for  his  mama."  Then  she  said,  "Let's  go  to 
sleep,  now.  You  help  me  rest.  I'll  climb  into  bed  by  myself.  Will 
you  read  me  a  story  ?"  She  snuggled  into  the  blanket,  pointed  to  the 
cribside  and  said,  "Put  it  up." 

She  went  to  sleep  quickly.  The  closed-in  bed  was  like  her  own 
crib.  It  probably  revived  her  memory  of  the  comforts  she  had  had 
at  home  and,  thereby,  became  a  protective  refuge  from  upsetting  fan- 
tasies. 


Helping  Suzie  Master  Her  Environment 

The  .hospitalized  child  is  faced  with  the  task  of  coping  with 
feelings  about  intrusive  procedures,7  examinations,  and  routines  which 
are  unfamiliar  to  him.  Some  children  express  their  feelings  overtly  as 
they  meet  new  experiences.  Others  use  self -comforting  measures,  like 
thumbsucking  or  lip  stroking,  for  example,  and  control  themselves 
stoically  during  the  experience.  Then,  later,  they  express  their  feel- 
ings actively  and  gain  control  from  play. 

Self-directed  play  gives  the  child  a  chance  to  relive  experiences 
that  he  has  had  to  endure  passively.  In  play,  children  use  the  defense 
called  identification  with  the  aggressor.8  They  identify  themselves 
with  the  doctor  and  the  nurse  and  do  to  their  dolls  or  toy  animals  what 
has  been  done  to  them.  Through  this  activity,  they  get  relief  from 
tension  and  take  a  step  in  mastering  the  anxiety  that  the  procedure 
aroused  in  them. 

Other  children  deny  or  repress  their  feelings  because  they  are 


7Erickson  defines  intrusive  procedures  as  "those  procedures  in  which  entry  is  made  into  the 
body  through  the  mouth,  through  the  rectum,  or  through  the  skin."  Erickson,  Florence  H.: 
PLAY  INTERVIEWS  FOR  FOUR-YEAR-OLD  HOSPITALIZED  CHILDREN.  Lafayette,  Ind.: 
Child  Development  Publication  of  the  Society  for  Research  in  Child  Development,  Inc.,  1958. 
77  PP- 

8  Freud,  Anna:  THE  EGO  AND  THE  MECHANISMS  OF  DEFENCE.  New  York:  Inter- 
national Universities  Press,  1946.    196  pp. 
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too  frightening  to  face.  They  become  resigned  to  their  fate  and 
blindly  submit  because  they  are  given  no  help  in  dealing  directly  with 
their  feelings.  Methods  of  preventing  this  mode  of  coping  with 
frightening  environmental  demands  are  cited  on  page  55. 

Suzie's  problems  in  dealing  with  the  demands  of  the  hospital 
milieu  were  seen  in  her  play,  during  physical  examinations,  and  when 
she  was  taken  from  the  ward ;  for  example,  for  dental  examinations. 
Each  day  when  I  went  to  care  for  Suzie,  I  took  along  a  case  of  play 
materials  to  silently  invite  Suzie  to  express  herself.  The  case  con- 
tained a  hypodermic  syringe  and  needles,  tongue  depressors,  gauze, 
adhesive  tape,  dishes,  character  dolls,  feeding  bottles,  lunch  box  with 
a  thermos  jug,  cans,  blocks,  puzzles,  crayons,  rubber  tubing,  paste, 
scissors,  paper.  After  playing  with  a  puzzle,  Suzie  rummaged 
through  the  case,  found  a  doll's  feeding  bottle,  and  said,  "This  little 
bottle  is  for  real  water,  isn't  it?  I'm  glad.  These  are  nice  toys." 
Then  she  spied  the  hypodermic  syringe :  "What's  this  ?  I'll  bet  it's  a 
sticker  thing."  But  she  cast  it  aside  and  picked  up  the  dolls  and 
lunch  box.  Then  she  became  courageous  again  and  picked  up  the 
syringe  saying:  "It's  real.  Who  can  I  stick  it  into?  Maybe  Sally 
(her  favorite  doll)." 

Suzie  did  other  procedures  on  Sally,  her  beloved  armless  doll, 
before  she  dared  to  give  injections.  First,  she  sucked  on  the  bottle 
and  then  fed  her  doll,  holding  it  closely  in  her  arms.  When  the  feed- 
ing was  finished,  she  pretended  to  examine  the  doll's  mouth  with  a 
tongue  depressor  and  then  started  to  stick  the  nurse  doll  but  restrained 
herself.  She  changed  the  order  when  playing  with  the  mother  and 
father  dolls :  First,  she  inserted  the  needle ;  second,  she  fed  her  doll ; 
and  then  she  concluded  her  "care"  of  the  doll  with  a  throat  exami- 
nation. 

When  Suzie  had  a  physical  examination,  she  regressed  in  her 
behavior.  She  became  silent  and  pale,  withdrew  into  herself,  and 
looked  as  if  she  were  close  to  tears  as  she  gently  stroked  her  lips.  Her 
behavior  showed  that  she  was  worried  about  "being  checked,"  as  she 
called  physical  examinations.  She  seemed  to  live  for  the  day  when 
she  would  "never  have  to  return  to  this  place  for  a  check."  As  she 
played,  her  words  showed  how  preoccupied  she  was  with  "checks": 
"Gary  doesn't  like  being  checked,  does  he?"  To  help  Suzie  perceive 
examinations  as  care  rather  than  a  frightening  experience,  I  said,  "He 
doesn't  know  that  the  doctor  checks  children  to  find  out  how  to  make 
them  better  so  they  can  go  home.  That's  one  of  the  ways  a  doctor 
takes  care  of  children." 

Regression  also  occurred  whenever  Suzie  was  prepared  for  a 
trip  away  from  the  ward.  During  preparation,  she  always  wanted 
reassurance  that  she  would  not  be  left  alone  during  the  examination. 
Reassurance  and  verbal  preparation  for  the  examination  did  little 
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to  relieve  her  anxiety.  En  route  to  the  laboratory,  she  sometimes 
picked  her  nose,  but,  in  most  instances,  lip  stroking  was  the  self-com- 
forting  measure  she  used  to  maintain  her  self-control.  She  relaxed  a 
little  as  she  fingered  the  apparatus  which  was  to  be  used  for  the  ex- 
amination, but  symptoms  of  overwhelming  anxiety  did  not  disappear 
until  she  was  back  in  her  own  familiar  room  where  she  could  be  active. 


Helping  Suzie  Cope  With  Fear  of  Bodily  Injury 

The  young  child  who  enters  the  hospital  for  an  operation  has 
many  unknowns  to  face.  Because  he  takes  pride  in  his  body,  he  is 
afraid  of  any  procedure  which  he  feels  might  injure  it.  He  needs 
support  to  mobilize  his  resources  to  face  operation  and  postoperative 
care.  He  needs  help  in  handling  the  hostility  and  aggression  which 
is  generated  by  his  own  anxiety. 

The  young  child  is  dependent  on  outside  controls  to  restrict  or 
to  channel  his  aggressive  drive  because  his  conscience  is  not  strong 
enough  to  guide  his  actions.  The  4-year-old  child  is  well  aware  of 
parental  prohibitions  and  standards  but  he  has  difficulty  controlling 
himself  unless  he  has  his  parents'  support.  Parental  approval  which 
makes  impulse  restriction  or  redirection  rewarding  is  not  available 
to  the  child  in  the  hospital  except  during  visiting  hours. 

The  child  is  deprived  of  the  pleasures  of  family  life  and  exposed 
to  many  dangers,  not  the  least  of  which  is  the  dread  of  an  operation 
which  he  has  heard  his  parents  talking  about.  Consequently,  he  is 
consumed  with  anger  and  anxiety  at  a  time  when  he  has  none  of  the 
usual  forms  of  support  to  aid  him  in  channeling  his  feelings  into 
socially  approved  activities.  Until  he  gets  confidence  in  the  protec- 
tiveness  of  his  nurses,  he  either  expresses  his  impulses  rampantly  or 
uses  his  precious  energy  to  defend  himself  from  fear  of  his  own  im- 
pulses or  of  punishment,  should  he  lose  his  precarious  hold  on  himself. 
Neither  of  these  solutions  to  his  problem  is  healthy.  The  first  is  apt 
to  evoke  feelings  of  guilt;  it  provides  only  momentary  satisfaction 
and  may  provoke  feelings  of  disapproval  in  some  nurses.  The  second 
solution  immobilizes  him,  prevents  mastery  through  play,  and  leads 
to  self-depreciation  and  despair. 

Play  and  the  activities  associated  with  routines  of  physical  care 
are  powerful  mediums  through  which  anxiety  can  be  mastered  and 
aggression  channeled  into  satisfying  activity.  The  child  needs  toys 
and  thoughtful  supervision  to  make  full  use  of  play  and  the  activities 
associated  with  physical  care.    He  must  trust  that  he  will  be  pro- 
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tected  from  doing  those  things  which  he  knows  he  should  not  do  and 
from  doing  those  tilings  which  he  thinks  will  hurt  him.  He  is  already 
overburdened  with  anxiety.  The  nurse's  task  is  to  lessen  it  because 
anxiety  is  painful  and  has  a  physiological  affect  on  the  heart.  She 
can  relieve  his  discomfort  considerably  by  proving  to  him  that  she 
will  consistently  and  kindly  set  limits  on  his  behavior  when  he  cannot 
do  it  for  himself.  Then,  too,  she  can  use  her  imagination  to  help  him 
find  outlets  for  his  anger  which  will  neither  generate  feelings  of  guilt 
nor  fear  of  punishment,  nor  produce  injury  to  himself  or  others. 

Suzie's  play  reflected  fear  of  her  aggressive  impulses  and  of 
bodily  injury.  When  she  used  paste,  she  smeared  it  lavishly  on  her 
doll's  face  as  she  wrinkled  up  her  face  in  disgust,  held  up  her  hands 
and  said,  "So  messy.''  Then  she  used  her  dress  to  clean  the  doll's  face 
and  turned  her  attention  to  hypodermic  play.  Next  she  pretended  that 
she  was  pouring  fluid  from  a  jug:  "I  hope  I  don't  spill  it  on  me,"  she 
said  with  rising  inflection  in  her  voice.  She  handed  the  empty  jug  to 
me,  asked  me  to  open  it,  and  curtly  admonished  me  not  to  spill  it. 

What  message  was  Suzie  communicating  through  her  play? 
What  help  did  she  need  to  master  anxiety  ?  I  wondered  why  she  felt 
she  had  to  inhibit  exploration.  Did  the  sink  and  the  containers  in  the 
toy  case  tempt  her  to  do  things  which  were  forbidden  at  home  ?  Or  did 
she  have  some  fears  about  water  which  she  had  never  been  able  to  mas- 
ter at  home  ?  My  response  to  Suzie's  admonition  not  to  spill  did  not 
approve  of  her  cautiousness.  Nor  did  it  give  her  license  to  indulge  in 
water  play.  I  merely  reflected  what  I  believed  to  be  the  voice  of  her 
own  budding  conscience:  "I'll  just  loosen  it  but  I'll  be  very  careful 
not  to  spill  it." 

Suzie's  shift  to  other  play  following  my  response  to  her  admo- 
nition did  not  last  long.  In  a  few  moments,  her  urge  to  master  her 
fear  of  water  play  appeared  again.  She  picked  up  a  feeding  bottle, 
started  toward  the  sink,  and  then  retraced  her  steps.  As  she  did  so, 
she  carried  on  a  monologue  with  herself :  "It  looks  like  we  can't  play 
with  real  water.  Our  mommy  doesn't  let  us  play  with  real  water  at 
home."  Then  with  signs  of  uncertainty  in  her  voice,  she  said,  "So 
what  should  be  the  matter  with  that  !"  (Here  Suzie  was  trying  to 
harmonize  her  mother's  demands  with  those  of  her  instinctual  drives. 
But  she  was  having  a  hard  time  doing  it.  I  wondered  if  I  should  ally 
myself  with  her  instincts  or  strengthen  her  conscience.) 

Suzie's  fantasy  of  home  restrictions  gave  her  only  temporary 
relief  from  temptation.  After  a  few  minutes  of  doll  play,  she  went 
to  the  sink  again,  filled  the  feeding  bottle,  and  spilled  water  on  the 
floor.  She  peered  up  at  me  quizzically  and  then  quickly  reached  for 
paper  and  wiped  up  the  water  from  the  floor.  (Here  Suzie  tried  to 
use  the  defense  called  undoing:  She  wanted  to  remove  traces  of  her 
"naughtiness"  and  relieve  her  guilt.)    With  a  trembly  voice,  she  said, 
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"The  paper  is  getting  wet.  I  don't  know  if  I  can  get  it  all  up."  I 
helped  Suzie  dry  the  floor  and  suggested  that  she  wash  her  hands  in 
preparation  for  lunch.  In  doing  this,  I  gave  her  permission  to  use 
water  in  ways  which  would  not  threaten  her. 

After  washing  her  hands,  Suzie  became  afraid  of  her  impulses 
again.  She  filled  the  bottle,  trying  hard  to  keep  her  activity  within 
the  bounds  of  her  self-imposed  restrictions :  "I  hope  I  don't  spill  this. 
I've  filled  it  very  carefully.  Will  you  screw  it  on  tight  for  me?"  As 
I  helped  her,  she  squealed  loudly,  "Screw  it  on  tight!" 

Why  did  water  play  frighten  and  confuse  Suzie  ?  I  needed  an 
answer  to  this  question  to  guide  her  wisely.  I  hesitated  to  restrict  play 
which  had  high  potential  for  aggressive  outlet  because  I  knew  that 
Suzie  had  more  frustration  to  bear  in  the  hospital  than  at  home  and 
many  more  dangers  to  face.  Nor  did  I  want  to  prevent  her  from 
mastering  anxiety  through  play.  Yet  I  knew  that  guilt  was  as  dis- 
ruptive as  fear. 

The  genesis  of  Suzie's  fear  of  water  play  became  clearer  during 
visiting  hours.  Soon  after  Mrs.  Lee  arrived,  Suzie  spilled  water.  To 
get  information  to  guide  jne,  I  said,  "Suzie  loves  to  play  in  water. 
I've  wondered  if  I  should  restrict  it.  She  told  me  that  you  did  not 
let  her  play  in  water  at  home."  Mrs.  Lee  laughed  and  she  said,  "No, 
I  don't,  and  she  has  never  gotten  her  fill  of  it.  I  don't  want  her  run- 
ning around  wet.  She  gets  colds  so  easily."  Later  when  Mrs.  Lee 
was  near  the  sink,  she  wiped  water  from  the  floor  exactly  as  Suzie  had 
done  that  morning. 

Upon  learning  how  Mrs.  Lee  felt  about  water  play,  I  looked 
for  ways  to  help  Suzie  master  her  fear  of  it.  Helping  her  to  find  sub- 
stitute outlets  for  aggression  would  be  simple  if  I  could  help  her  view 
her  drive  as  a  natural,  acceptable  part  of  herself  rather  than  something 
to  be  feared.  She  had  not  had  enough  experience  with  water  to  learn 
how  to  protect  herself  from  fear  of  punishment  or  of  getting  croup. 
Playing  outside  with  mud,  water,  and  snow  or  playing  in  the  rain 
had  not  been  a  part  of  Suzie's  experience.  She  had  been  zealously 
protected  to  lessen  her  mother's  legitimate  fear  of  croup.  Therefore, 
it  seemed  wise  to  permit  Suzie  self-direction  in  play,  setting  only  those 
limits  which  were  necessary  to  insure  self-  and  social  approval. 

Meal  periods  provided  opportunities  to  help  Suzie  gain  in- 
creased self-mastery.  I  brought  into  her  room  a  small  table  for  eating 
and  a  cleaning  cloth.  Suzie  spied  the  cloth  and  needed  no  suggestion 
to  clean  the  table.  "I'm  glad  you  brought  the  rag,"  she  said  as  she  ran 
to  the  sink,  dampened,  and  soaped  the  cloth.  She  looked  frightened 
for  a  moment,  but  her  fear  vanished  when  I  hastened  to  help  her  wring 
out  the  cloth  to  prevent  dripping  on  her  dress  and  floor. 

Suzie  revelled  in  learning  to  pour  fluids  from  a  pitcher  and  to 
serve  herself  seconds  of  solid  food.    As  she  poured,  she  said,  "That's 
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what  we'll  always  do.  I'll  do  the  best  I  can.  I'll  be  careful  not  to 
spill."  As  careful  as  she  was,  accidents  occurred  as  they  frequently 
do  when  fear  is  associated  with  learning.  A  spare  napkin  available 
to  wipe  up  the  overflow  prevented  tension  and  helped  her  to  gain  skill. 
A  pound  increase  in  weight  during  the  preoperative  period  showed 
the  value  of  this  type  of  meal  service  for  Suzie. 

At  bath  time,  Suzie  filled  cans  and  emptied  them  to  her  heart's 
content  with  no  fear  of  spilling  or  of  getting  her  dress  wet.  She 
lathered  her  dolls  and  took  pains  not  to  get  soap  in  their  eyes  and 
enjoyed  scrubbing  the  tub.  At  home,  with  only  one  tub  for  six  people, 
a  leisurely  bath  was  probably  impossible. 


Preparing  Suzie  for  Operation  and  for  Postoperative  Care 

Support  for  Suzie  in  facing  reality 

For  the  young  child,  facing  the  facts  of  an  operation  is  an  es- 
pecially difficult  task,  particularly  if  he  has  not  been  able  to  assimilate 
his  feelings  about  a  previous  one.  In  these  instances,  the  child  closes 
his  mind  to  knowledge  of  the  coming  event  in  order  to  prevent  re- 
pressed feelings  from  reaching  consciousness.  Preparation  for  pain- 
ful experiences  must  be  given  slowly  and  in  response  to  signs  of  readi- 
ness to'  cope  with  revived  feelings.  Otherwise,  denial  rather  than 
progress  in  facing  reality  will  result.  Because  the  child  must  be  con- 
fident that  he  will  be  supported  by  a  trusted  person  through  the  ex- 
perience, it  is  wise  to  postpone  preparation  until  he  has  established 
a  meaningful  relationship  with  the  person  who  is  to  assume  this  re- 
sponsibility. 

Questioning  is  often  the  anxious  child's  way  of  helping  himself 
to  accept  reality.  He  gains  strength  from  hearing  the  same  answers 
again  and  again.  When  the  purpose  of  questioning  is  understood,  the 
nurse  can  prepare  herself  to  listen  for  questions  and  to  supply  answers 
in  ways  that  convey  acceptance  of  the  child's  behavior. 

Without  preparation  for  the  discomforts  of  anesthesia  and 
postoperative  care,  the  child  will  be  surprised,  angered,  and  deprived 
of  opportunities  to  regain  his  trust  after  operation.  Nor  will  he  be 
able  to  mobilize  his  resources  to  bear  the  pain.  Play,  with  the  support 
of  companionship,  is  essential  during  the  period  of  preparation. 
When  his  efforts  to  control  his  environment  are  supported,  excessive 
regression  is  prevented  and  he  gets  strength  to  face  the  feared  situation. 
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Having  a  trusted  person  available  to  him  during  this  period  of  height- 
ened anxiety  serves  to  reassure  him  that  he  is  not  alone  with  his  prob- 
lems and  that  he  will  have  help  in  facing  them. 

When  Suzie  first  mentioned  the  operation,  she  did  not  express 
much  feeling ;  she  merely  repeated  the  words  that  her  parents  had  used 
to  tell  her  about  it.  The  first  time  she  talked  about  her  heart,  she 
was  sitting  on  the  pottie  viewing  her  genitals  as  she  urinated :  "They'll 
fix  my  heart.  Then  I'll  never  have  to  see  Dr.  Brown  again.  My  mama 
says  I'll  never  have  to  see  him  again.  I'll  go  see  Dr.  Ketchum  (her 
family  physician)  but  not  Dr.  Brown."  Then  her  interest  shifted  to 
another  part  of  her  body.  She  lifted  her  dress,  pointed  to  her  nipples, 
and  said,  "Mama  gave  me  drinks  out  of  these." 

When  Suzie  mentioned  her  heart  again,  the  value  that  she  had 
perceived  in  an  operation  the  day  before  had  vanished.  After  talking 
about  her  sister's  school,  she  said,  "It's  all  right  if  they  don't  fix  my 
heart.  I  don't  care  if  I  never  go  to  school!"  After  responding  to 
Suzie's  fear  of  the  operation,  I  learned  that  going  out  in  the  rain  was 
more  important  to  Suzie  than  her  entrance  into  school. 

Suzie  changed  the  subject  quickly  when  preparation  was  first 
begun.  She  seemed  to  be  denying  the  fact  that  her  heart  was  going  to 
be  repaired.  On  the  fifth  day  of  care,  I  again  tested  her  capacity  to 
face  reality: 

"After  the  doctor  fixes  your  heart,  you'll  have 
stitches  around  here."  (I  pointed  out  the  area  where 
she  would  see  them.)  "There  will  be  little  tubes  in 
your  chest  and  they  will  go  down  into  a  bottle.  When 
you're  through  with  your  bath,  I'll  show  you  the  kind 
of  tube  you'll  see  after  your  heart  has  been  fixed." 

"No!  My  bottles  are  here,  and  here  are  my  dolly's 
bottles."  (She  pointed  out  her  nipples  and  those  on 
her  doll.  Her  tone  of  voice  showed  how  angry  she  felt 
at  the  prospect.) 

On  this  same  day  when  Suzie  was  engrossed  in  hypodermic  play, 
she  seemed  ready  to  learn  more.  I  surmised  that  it  would  be  easier 
for  Suzie  to  face  facts  if  she  were  assured  that  she  would  have  my 
support  before  and  after  her  operation.  By  this  time,  our  relationship 
had  deepened.  She  depended  on  my  arrival  and  was  beginning  to 
question  me  about  the  things  which  were  happening  to  her : 

"Stick  stuff9  hurts  you,  huh?"    (She  looked  di- 


9  Suzie  always  referred  to  needles  as  "stickers." 
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rectly  into  my  eyes  as  if  she  were  testing  my  honesty.) 

"Yes,  stick  stuff  hurts.  You  will  get  a  hypo  before 
you  go  and  after  your  heart  gets  fixed,  too.  I'll  be 
right  with  you  and  help  you  go  to  sleep.  The  doctor 
will  put  something  over  your  nose.  Then  you'll  smell 
the  going  to  sleep  medicine.  It  won't  smell  good.  But 
I'll  be  with  you  all  the  time." 

The  close  relationship  between  separation  and  operation  which 
seemed  to  exist  in  Suzie's  mind  became  obvious  when  she  changed  the 
subject  again :  "I  know  my  mama  is  coming  today,  because  today  is 
tomorrow,  isn't  it?"  Ten  days  after  admission,  Suzie's  words  proved 
that  she  had  listened,  was  facing  reality,  and  wanted  more  information 
than  she  had  already  received. 

"Hi!  I'm  waiting  for  you."  (She  was  squatting 
in  the  doorway,  peering  out.)  "Did  you  bring  the 
toys?" 

"Yes,  I  brought  them.  First,  I'll  help  you  with 
your  bath." 

"Will  you  stay  'til  my  mama  comes?" 

"I  cannot  stay  that  long  today,  but  I'll  see  you 
tomorrow." 

"Yes,  tomorrow  is  the  day  I  get  my  heart  fixed." 
"Yes,  tomorrow  is  the  day." 

There  was  not  a  stream  of  questions  during  bath  time,  but  those 
Suzie  asked  showed  that  she  was  facing  reality  better  than  she  had 
done  previously.  She  cleansed  her  doll,  Buster,  and  asked  me  to  soap 
her  washcloth.  After  carrying  out  her  wishes,  I  said,  "You  nearly 
said,  'please'." 

"Soap  it  again,  please."  (Her  eyes  sparkled  as  she 
looked  at  me  and  chuckled.)    "How  will  I  go  upstairs?" 

"Two  men  will  come  with  a  cart.  They  will  be 
dressed  in  green  and  I'll  lift  you  onto  it.  Then  we'll 
go  together  through  the  hall,  up  the  elevator,  and  into 
another  hallway.  We'll  be  close  to  each  other  all  the 
time." 

"Then  what  will  they  do?" 

"The  doctor  will  weigh  you  like  I  weigh  you  here." 
"And  then  what?" 

"Then  the  doctor  will  put  you  on  a  table.  I'll  be 
right  beside  you  when  he  puts  the  mask  on  your  face. 
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You  won't  like  the  smell  but  it  will  put  you  to  sleep. 
Then  you  won't  know  when  the  doctor  fixes  your  heart." 

"Will  my  mama  be  there  when  I  wake  up?" 

"She'll  be  in  the  hospital.  She'll  be  with  you  in 
the  evening.  You'll  be  in  that  other  room  I  told  you 
about.    I'll  be  there  to  take  care  of  you." 

Suzie  let  water  run  over  her  hands  as  she  mulled  over  our  con- 
versation.   At  this  point,  I  introduced  more  facts. 

"When  you  wake  up,  you'll  have  two  tubes  in  your 
chest  and  some  stitches  on  your  body.  I'll  show  you 
where  they  will  be." 

"Tubes  in  me?" 

"Yes,  honey,  tubes  in  you." 

"Why?" 

"There  will  be  fluid  inside  your  chest  that  you 
won't  need.  When  it  runs  through  tubes  into  the 
bottle,  you'll  breathe  easier.  You'll  have  a  tube  in 
your  arm  and  ankle,  too.  That's  the  way  you'll  get 
drinks.  They  will  be  uncomfortable,  but  the  doctors 
and  nurses  will  take  care  of  you.  You'll  sleep  a  lot  and 
we'll  stay  while  you  are  asleep,  too."  (I  washed  Suzie's 
back,  wrapped  her  in  a  blanket,  and  carried  her  to  her 
bed.) 

(Suzie  chuckled.)  "I'm  not  a  baby.  I'm  a  big 
girl."  (On  the  second  day  of  care,  under  similar  cir- 
cumstances she  said,  "I  wish  I  could  always  be  a  baby.") 

Suzie  dried  herself  and  got  dressed.  When  she  saw  me  cutting 
ribbons,  she  asked  me  to  get  Sally  and  put  ribbons  on  her,  too.  Then 
she  said,  "I've  cut  a  ribbon  for  tomorrow.  Won't  I  have  anymore 
after  that  ?"  This  question  made  me  uncomfortable,  for  I,  too,  had  to 
face  reality,  yet  remain  hopeful  to  support  her  trust  in  me.  I  answered, 
"Of  course,  you  will.  I'll  get  some  red  ones  if  you  would  like  me  to." 
When  Suzie  had  bedecked  Sally  with  ribbons,  she  said,  "Look  at  pretty 
Sally!  Isn't  she  beautiful  with  these  ribbons?  I'm  glad  we're 
moving  into  another  room.    Will  I  have  stickers?" 

As  Suzie  put  ribbons  on  Sally's  hair,  I  pondered  over  the 
possible  meaning  this  behavior  might  have  for  her.  Was  she  trying 
to  assure  herself  that  there  really  would  be  more  days  for  ribbons, 
or  was  she  identifying  the  doll  as  herself  and  trying  to  make  her 
prettier  to  compensate  for  the  damaged  body  that  she  expected  to  see 
after  operation  ?  Or  was  this  activity  merely  a  constructive  outlet  for 
tension  ? 
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"Yes,  Su2ie,  You  will  have  stickers." 
"Will  I  cry?" 

"You  might  because  they  sting.    Lots  of  children 
cry  when  they  get  stickers." 
"Did  Karen  cry?" 

"Yes,  sometimes  she  did  when  things  hurt  her." 

"Will  they  take  the  tubes  out  of  me?" 

"Yes,  they  will  take  the  tubes  out  when  you  don't 
need  them  anymore." 

"I'm  glad  they'll  take  them  out  of  me." 

"When  they  are  all  out,  you'll  look  just  like  you 
do  now  except  that  you  will  have  some  tiny  scars  on 
your  body.  They'll  look  just  like  your  other  scar." 
(I  showed  her  the  scar  from  her  cardiac  catheterization 
which  was  barely  visible.) 

"I'll  feel  better  when  they  take  out  all  my  hurts. 
I'll  go  home,  won't  I?" 

"Of  course,  you'll  go  home  after  the  doctors  have 
made  you  better.  That's  what  doctors  are  for,  Suzie — 
to  make  people  well." 

After  her  bath,  Suzie  asked  more  questions  which  showed  her 
preoccupation  with  the  operation.  First,  she  removed  the  cans  and 
dolls  from  the  toy  case.  Then  she  found  the  hypo  syringe.  "Will 
I  have  a  stick?"  When  she  questioned  repeatedly  about  injections,  I 
wondered  if  this  were  the  procedure  that  she  feared  the  most  or  if 
she  was  using  it  to  express  pervasive  anxiety  that  she  could  not  express 
in  any  other  way.  In  reporting  children's  reactions  to  hospitalization, 
Prugh  10  and  his  associates  said : 

"The  fear  verbalized  most  frequently  was  that  of 
needles.  In  this  regard  an  undoubted  response  to  a 
reality  factor  involving  pain  was  present.  The  im- 
pression was  gained,  however,  that  a  great  deal  of  the 
small  child's  fear  of  unknown  procedures,  of  separa- 
tion from  the  parents,  of  punishment,  and  of  over- 
whelming attack  was  displaced  much  of  the  time  onto 
such  objectively  less  threatening  but  directly  visible 
things  as  needles,  tourniquets,  etc.  Fears  of  rectal  tem- 
perature procedures  or  of  throat  sticks,  for  example,  ap- 
peared to  have  such  a  displaced  meaning  as  well  as  the 
more  specific  meaning  in  terms  of  the  erotogenic  zone 
involved." 


10 Prugh,  Dane  G.;  Staub,  Elizabeth  M.;  Sands,  Harriet  H.;  and  others:  A  Study  of  the 
Emotional  Reactions  of  Children  and  Families  to  Hospitalization  and  Illness.  AMERICAN 
JOURNAL  OF  ORTHOPSYCHIATRY,  1953,  23  70-106  (January). 
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Suzie  got  out  the  father  doll  and  talked  to  it :  "I'll  give  you  a 
real  shot."  She  gave  injections  to  several  dolls,  including  the  nurse 
doll,  and  said,  "I'm  going  to  do  just  what  I'm  going  to  have.  What 
kind  of  a  doctor  is  going  to  do  that  stuff  to  me?"  I  named  the  doctors 
who  were  going  to  take  care  of  her.  I  stayed  closeby  to  support  her 
in  facing  her  dread  of  tomorrow  and  to  keep  water  play  within  bounds. 
Suzie  shook  up  a  thermos  jug  of  paste  and  water. 

"This  scares  me.  Did  you  know  that  it  scares  me?" 

"Yes,  I  know  it  scares  you,  Suzie.  I  keep  wonder- 
ing why  it  does." 

"I  don't  know.  Because  I  think  it  hurts  me." 
(She  laughed  loudly.)  "Get  more  water,  but  don't 
spill  it." 

"I  won't  spill  it  and  I  won't  let  you  get  wet  either. 
I'll  keep  the  towel  handy  to  keep  you  dry." 

"It  can  spill  on  the  table,  can't  it?" 

"Yes,  it  can  spill  on  the  table  but  not  on  your 
dress." 

(Suzie  overfilled  things.  She  demanded  more  wa- 
ter and  often  in  a  pronounced,  dictatorial  way.) 

Since  I  surmized  that  Suzie's  display  of  omnipotence  stemmed 
from  helplessness  and  fear,  I  responded  quickly  to  her  requests.  I 
permitted  her  to  feel  powerful  to  help  her  to  digest  the  facts  that  she 
was  drawing  from  me.  Now  it  seemed  more  certain  that  fear  of  spill- 
ing water  was  somehow  connected  with  the  operation  and  what  it 
might  do  to  her  body.  The  fact  that  most  of  her  questions  about 
the  operation  were  asked  when  she  played  with  water  provided  some 
evidence  to  support  this  hypothesis. 

In  writing  on  the  meaning  of  disease  to  children,  Blom  says : 11 

"Most  children  have  feelings  and  fantasies  about  their  illness 
in  addition  to  the  real  threats  which  will  determine  to  a  consid- 
erable extent  their  emotional  reactions.  The  organ  involved 
will  influence  the  amount  of  anxiety  that  is  engendered.  The 
heart,  brain,  genitals,  and  eyes  are  all  organs  which  are  particu- 
larly invested  with  unconscious  as  well  as  realistic  significance,  and 
threats  to  them  represent  the  threats  of  death  and  the  integrity 
of  the  body.  Operations  and  illness  activate  fantasies  of  being  at- 
tacked, mutilated,  punished,  and  annihilated.  The  meanings  de- 
pend on  a  number  of  factors  including  the  phase  of  development 


"Blom,  Gaston  G.:  Reactions  of  Hospitalized  Children  to  Illness.  PEDIATRICS,  1958, 
22,  590-601  (September). 
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of  the  child,  his  previous  life  experience,  and  current  life  situa- 
tion. The  evidence  for  these  findings  comes  from  psychiatric 
studies  of  hospitalized  children." 

After  more  water  play,  Suzie  said,  "We'd  better  clean  up  the 
table  now.''  She  spilled  more  and  mopped  it  up  with  the  towel.  Then 
she  said,  "O.K.,  I'm  not  going  to  do  anymore.  That's  all,  Miss  Blake. 
Miss  Blake,  did  you  hear  me  ?  I'm  not  going  to  do  it  anymore."  She 
dried  off  the  table  and  put  the  toys  away. 

During  periods  when  vital  signs  were  taken  and  urine  was  col- 
lected for  special  studies,  Suzie  was  prepared  for  the  trial  these  pro- 
cedures would  be  to  her  after  operation.  When  Suzie  was  taught  how 
to  breathe  deeply  and  to  cough,  I  told  her  that  coughing  and  moving 
would  hurt  after  her  operation.  To  motivate  her  to  participate  in 
care,  I  told  her  that  she  would  have  to  help  us  get  sputum  up  from  her 
chest.  When  she  was  shown  the  oxygen  tent  that  she  would  be  in  post- 
operatively, she  showed  no  signs  of  increased  anxiety.  The  goal  of 
preparation  was  to  strengthen  Suzie  with  kindness  and  confidence  to 
enable  her  to  cope  with  stress.  I  hoped  that  she  would  trust  me  to  be 
with  her  each  day  and  to  do  those  things  which  I  had  learned  were  of 
most  importance  to  her.  I  wanted  to  assure  her  that  her  parents  would 
be  with  her  when  she  returned  to  her  room  and  hoped  that  my  admira- 
tion of  her  strengths  would  give  her  courage  to  face  tomorrow. 

Support  of  Mrs.  Lee 

In  my  first  experience  with  Mrs.  Lee,  she  talked  more  about 
Suzie's  interest  in  her  bottle  and  about  criticism  of  Suzie's  behavior 
by  the  doctors  than  she  did  about  the  operation.  These  were  less 
painful  subjects,  yet  ones  which  were  of  concern  to  her.  When  Mrs. 
Lee  caught  sight  of  Suzie  outside  the  dental  clinic  with  a  nipple  in  her 
mouth,  she  was  distressed  as  she  asked :  "Where  did  you  get  that  bottle  ? 
I  haven't  seen  you  with  one  for  3  years."  Her  voice  conveyed  no  sign 
of  admonition  but  rather  that  of  surprise  or  disappointment.  I  ex- 
plained that  Suzie  had  found  it  in  a  case  of  toys  and  wanted  to  take  it 
with  her  when  she  left  the  ward.  Mrs.  Lee  seemed  relieved  when  I 
told  her  that  I  would  return  it  to  the  office  en  route  back  to  the  ward. 
Suzie  displayed  no  signs  of  anger  or  of  reluctance  to  part  with  the 
bottle.  I  wondered  if  her  mother's  arrival  had  lessened  her  need  for 
this  comfort  or  if  she  relinquished  it  because  she  sensed  her  mother's 
discomfort  in  seeing  her  with  it. 

Suzie's  use  of  old  comforts  to  cope  with  dread  and  loneliness 
had  not  distressed  me.  I  hoped  that  my  acceptance  of  them  preoper- 
atively  would  prepare  Suzie  to  tolerate  regression  after  her  operation. 
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My  task  was  to  lessen  Mrs.  Lee's  fear  of  disapproval  and  to  help  her 
to  know  that  regression  is  a  natural  response  to  stress.  Then  she  could 
help  Suzie  to  accept  the  changes  in  herself  after  operation.  (Regres- 
sion and  dependence  are  often  distressful  to  children  because  they  value 
their  newly  acquired  accomplishments  and  lose  self-esteem  when  they 
cannot  function  as  they  did  before.) 

While  Suzie  pranced  about  her  room  in  the  red  high-heeled 
slippers  which  her  mother  had  brought  her,  she  surreptitiously  sucked 
on  the  nipple  of  the  doll  bottle.  While  observing  this  behavior,  Mrs. 
Lee  began  to  talk  about  her  concerns.  She  found  it  tiring  but  im- 
portant to  get  her  oldest  children  back  to  school  after  lunch,  her 
youngest  one  to  nap  for  the  sitter,  and  herself  to  the  hospital  from  a 
north  suburb.  My  comments  about  how  I  enjoyed  Suzie  led  to  a  dis- 
cussion of  the  doctor's  criticism  of  her  behavior  on  the  day  of 
admission. 

"The  doctors  told  me  that  Suzie  was  difficult  to  manage  during 
examinations.  I  can  understand  why  she  is  uncooperative.  They 
held  her  down  the  first  time  she  came  here.  Three  of  them !  I've 
never  found  her  difficult  to  care  for.  I  haven't  a  single  complaint 
about  her  except  for  her  heart.  I  can't  see  how  anyone  would  find 
her  uncooperative."  Mrs.  Lee  smiled  for  the  first  time  when  she 
learned  that  Suzie  had  bravely  withstood  an  examination  that 
morning. 

When  I  was  alone  with  Mrs.  Lee,  I  attempted  to  find  out  how 
she  felt  about  Suzie's  play  with  the  bottle.  I  thought  perhaps  she 
feared  social  disapproval  more  than  regression  but  I  was  not  sure  of 
this.  Because  Suzie  found  the  bottle  useful  in  adapting  to  stress,  I 
anticipated  that  she  would  ask  for  the  bottle  after  operation.  When  I 
inquired  whether  or  not  Mrs.  Lee  would  like  the  nipple  and  bottle 
removed  from  the  playthings,  her  answer  validated  my  hypothesis: 
"No,  I  don't  mind  if  she  has  it.  I  noticed  that  she  sucked  on  the  toy 
nipple  this  afternoon."  Then,  to  let  Mrs.  Lee  know  that  I  understood 
the  hardships  of  hospitalization,  I  said,  "Hospitals  are  hard  on  children 
and  on  mothers,  too.  Sucking  on  the  bottle  helps  Suzie  to  bear  sep- 
aration from  you."  Mrs.  Lee  maintained  control  of  her  feelings. 
She  could  admit  to  the  hardships  of  hospitalization  on  children,  but 
to  face  the  anxiety  that  it  created  in  her  was  too  great  a  threat  to  her 
self-control. 

Before  the  end  of  an  hour,  Mrs.  Lee  was  able  to  talk  about  the 
impending  operation.  She  began  by  talking  about  her  disappoint- 
ment when  the  operation  was  postponed :  "We  had  Suzie  in  the  pink 
of  health  during  the  summer  and  I  wanted  it  over  while  she  was  so 
well.  The  doctors  said  that  they  couldn't  get  it  scheduled  in  October 
and,  sure  enough,  she  got  croup  again."  Then  in  a  restrained,  high- 
pitched  voice,  she  said,  "I  guess  there  is  no  use  of  our  coming  to  the 
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hospital  the  day  of  operation.  They  won't  let  us  see  her  in  the  re- 
covery room  anyway.  We  might  as  well  stay  home  and  wait  until 
they  call  us."  I  neither  disagreed  nor  agreed  with  her  decision  to  stay 
home  because  I  thought  that  she  would  change  her  mind  about  coming 
when  she  felt  more  accepted  in  the  pediatric  unit. 

Three  days  prior  to  the  scheduled  day  of  operation  (8  days 
after  Suzie's  admission),  Mrs.  Lee's  eyes  were  red  and  swollen.  She 
was  paler  than  usual  and  kept  herself  unusually  busy  with  sewing. 
"I'd  like  to  talk  with  Miss  Blake;  we  can  read  later,"  she  said  to  Suzie 
when  she  asked  her  mother  to  read  to  her.  When  we  arrived  at  the 
conference  room,  Mrs.  Lee  wanted  to  see  the  doctor:  "I'll  meet  the 
surgeon,  won't  I?"  She  asked  this  question  three  times  during  the 
ensuing  hour.  Mrs.  Lee  said  she  had  read  all  the  articles  she  could 
find  in  popular  magazines  about  open  heart  surgery:  "My  mother 
never  gives  them  to  me.  She's  the  kind  of  person  who  thinks  that 
ignorance  is  bliss.  I  don't  feel  that  way.  The  more  I  know,  the 
more  peaceful  I  feel." 

Mrs.  Lee  not  only  read,  but  she  also  turned  to  others  for  help  in 
handling  her  tension.  She  wanted  to  know  the  length  of  the  critical 
period,  the  reasons  why  30  pints  of  blood  were  required,  the  kind  of  a 
pump  the  surgeon  used.  Gradually,  during  the  next  few  days,  I 
answered  those  questions  that  I  could  and  told  her  that  a  visit  to  the 
recovery  room  would  be  possible  on  the  evening  of  the  day  of  operation. 

Supporting  members  of  the  family  on  the  days  the 
operation  was  scheduled 

On  the  day  that  the  operation  was  first  scheduled  but  postponed 
because  of  an  emergency,  Suzie  and  her  parents  suffered  acutely. 
Early  on  this  morning,  Suzie  made  a  valiant  effort  to  be  cheerful.  She 
smiled  as  she  greeted  me  with  the  subject  which  was  uppermost  in  her 
mind:  "Hi !  I'm  having  my  operation  today !"  Then  with  questions, 
Suzie  revealed  her  need  for  a  repetition  of  all  the  preparation  she  had 
received  thus  far.  LTsing  a  doll,  I  drew  in  stitches  and  made  marks 
where  the  intravenous  and  chest  tubing  would  be  and  showed  her  the 
kinds  of  tubes  that  she  would  see  after  her  operation.  As  before,  she 
sought  reassurance  that  they  would  all  be  removed  from  her  body. 

Both  of  Suzie's  parents  arrived  in  the  ward  looking  strained. 
Mr.  Lee  had  had  diarrhea  all  night ;  Mrs.  Lee  suspected  that  she  was 
coming  down  with  a  cold.  Both  parents  donned  masks  in  preparation 
•  for  coming  into  the  room,  but  retreated  quickly  when  they  neared  the 
door.  Donning  of  masks  was  done  on  their  own  volition ;  it  was  not 
hospital  policy  to  do  so.  They  seated  themselves  on  the  opposite  side 
of  the  corridor  and  talked  to  Suzie  as  they  squirmed  about  on  kinder- 
garten chairs  from  the  playroom.  Periodically,  Mr.  Lee  left  the  ward 
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for  a  smoke  or  "to  call  his  office."  Mrs.  Lee  alternated  between  pacing 
back  and  forth  in  front  of  Suzie's  doorway  and  leaving  the  ward.  In 
ankle  socks  and  loafers,  her  shoulders  bent  and  her  eyes  glued  to  the 
floor,  she  paced  up  and  down  the  hall.  Mr.  and  Mrs.  Lee's  distress  was 
painful  to  see.  They  were  struggling  to  retain  hope  and  cover  their 
fears  as  valiantly  as  was  their  child. 

Suzie  also  showed  the  effects  of  strain.  Most  of  the  time,  she 
sat  on  my  lap  in  the  doorway  picking  her  nose,  chewing  on  a  balloon 
or  stroking  her  lips  as  she  listened  to  stories.  On  this  day,  she  snug- 
gled close  to  me  on  several  occasions,  putting  her  face  close  to  mine. 
Whenever  she  was  off  my  lap,  she  flitted  about  the  room,  strewing  her 
toys  about  the  floor.  When  word  came  to  give  the  sedative,  I  asked 
Suzie  whether  she  wanted  it  given  in  her  arm  or  in  her  leg.  She  raised 
her  index  finger  five  times  and  said,  "Here."  Then  she  pointed  to 
her  upper  arm,  braced  herself  to  receive  it,  and  remained  speechless 
and  tearless  as  the  10  milligrams  of  demerol  were  injected.  If  her 
tension  had  mounted  during  these  minutes,  I  would  have  held  Suzie 
and  given  the  injection  quickly  to  remove  dread.  But  this  did  not 
happen.  I  could  see  that  she  was  mobilizing  herself  to  bear  it  rather 
than  becoming  disorganized. 

After  holding  Suzie  for  another  hour,  during  which  she  con- 
stantly scanned  the  corridor  and  asked  for  food,  I  moved  her  to  her  bed 
hoping  that  she  could  rest.  Upon  losing  the  support  of  physical  close- 
ness and  the  protection  of  keeping  vigil  at  the  doorway,  Suzie  lost 
control  of  her  feelings.  She  shrieked  furiously.  It  was  her  most 
overt  expression  of  rage  that  I  had  witnessed. 

Self-expression  relieved  Suzie's  tension,  but  it  served  no  such 
purpose  for  her  anxious  mother.  Hearing  Suzie's  screams,  Mrs.  Lee 
came  rushing  into  the  room,  looking  frightened  and  overcont rolled. 
With  her  controlled,  lilting  voice,  she  said  to  Suzie,  "Maybe  it  would 
be  better  if  I  go  down  stairs  until  you're  through."  Since  Suzie's 
tirade  was  almost  ended,  I  said,  "She's  almost  through  now."  Suzie 
had  discharged  her  fury  and  was  ready  to  view  the  change  to  the 
bed  rationally.  After  questioning  me  to  find  out  why  she  had  to 
remain  on  the  bed  and  if  there  would  be  more  "prickers"  that  morning, 
she  was  willing  to  lie  down.  After  chewing  her  balloon  for  a  few 
minutes,  she  relaxed  and  went  to  sleep. 

While  Suzie  slept,  her  parents  expressed  their  disappointment 
that  the  operation  had  been  postponed  another  day.  Then  they  de- 
cided to  leave  for  a  respite  as  soon  as  Suzie  awakened  and  had  had  her 
oft-requested  lunch.  After  the  Lees  had  talked  together,  I  learned 
the  way  in  which  Mrs.  Lee  was  dealing  with  stress :  "Dr.  Johnson  told 
us  the  emergency  was  a  heart  patient  with  an  aneurysm.  He  said  that 
he  would  use  the  equipment  which  had  been  prepared  for  Suzie's 
operation.    Maybe  this  has  saved  someone's  life.    It's  better  this 
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way.  Dr.  Johnson  will  be  more  rested  if  he  starts  early  in  the 
morning." 

Xow  the  meaning  of  Mrs.  Lee's  directive  to  the  surgeon  a  few 
days  before  became  understandable.  With  Suzie  in  her  arms,  Mrs. 
Lee  had  told  the  surgeon  to  use  Suzie's  eyes  for  corneal  transplantation 
if  she  did  not  survive.  Unusual  as  this  behavior  was,  it  was  Mrs. 
Lee's  intellectualized  way  of  dealing  with  the  threat  of  losing  Suzie — 
that  a  part  of  Suzie  would  live  and  give  sight  to  another  person.  This 
comforted  her. 

It  was  several  weeks  before  the  reason  for  Mrs.  Lee's  impatience 
about  seeing  the  surgeon  was  learned.  She  had  asked  Mr.  Lee  to  make 
this  request  of  the  surgeon  but  she  knew  that  he  had  been  unable  to 
do  so.  By  nature,  Mrs.  Lee  was  a  person  who  tended  to  expect  the 
worst.  She  also  was  motivated  by  fear  lest  the  surgeon  not  learn  of 
her  wishes  soon  enough.  Consequently,  she  used  the  first  opportunity 
that  she  had  to  talk  to  him  to  make  her  request.  (In  moments  of 
unusual  stress  or  under  the  impact  of  guilt,  it  is  not  unusual  for  parents 
to  say  things  that  should  be  withheld  until  they  can  speak  to  the  staff 
in  private.) 

Upon  awakening,  Suzie  learned  that  the  operation  was  post- 
poned until  morning.  She  ate  lunch  ravenously  and  sought  reassur- 
ance that  I  would  remain  with  her.  Not  once,  but  several  times,  she 
said,  "You'll  stay  longer,  won't  you?  You'll  stay  almost  until  my 
mother  comes,  won't  you?"  After  sitting  on  my  lap  for  a  story,  she 
jumped  down  and  began  to  play  with  water. 

On  this  afternoon,  it  seemed  more  certain  than  ever  that  Suzie's 
water  play  was  an  attempt  to  master  her  fear  of  bodily  injury.  Ab- 
sorption in  water  play  was  greater  than  usual.  I  wondered  if  pouring 
water  symbolized  her  struggle  to  gain  control  of  her  fear  of  loss  of 
blood.  She  had  had  many  samples  of  blood  taken  in  her  lifetime, 
and  it  is  not  unusual  to  hear  children  voice  their  fear  of  losing  blood 
during  such  procedures.  After  pouring  for  several  minutes,  she 
pointed  to  her  dampened  dress.  I  said,  "I'll  change  it  immediately. 
That's  easy  to  do."  "Yes,  it  must  be  changed  or  I'll  get  the  croup," 
she  said.  As  she  resumed  water  play,  she  talked :  "I'm  not  spilling. 
Aren't  you  glad?" 

Playing  with  a  Jack-in-the-box  and  learning  the  time  of  my 
departure  from  seeing  it  pointed  out  on  a  clock  helped  Suzie  to  gain 
control  of  her  feelings  about  separation.  When  I  prepared  her  for 
my  departure,  she  said,  "Show  me  on  your  watch.  You'll  stay  almost 
'til  my  mama  comes,  won't  you?"  Because  I  knew  when  her  mother 
would  return,  I  could  assure lier  that  the  period  of  loneliness  would  be 
short.  In  a  few  minutes,  she  began  to  make  Jack  pop  out  of  his  box 
again  and  again.  Bringing  Jack  back  after  putting  him  out  of  sight 
for  a  few  seconds  relieved  her  tension.    From  her  doorway,  she  could 
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see  the  clock.  She  knew  where  the  little  hand  would  be  when  her 
parents  were  expected  in  the  ward.  This  knowledge  and  acquaintance 
with  the  nurse  who  was  assigned  to  her  care  for  the  evening  helped 
Suzie  to  cope  with  my  leavetaking. 

Helping  Suzie  to  become  acquainted  with  the  other  personnel 
in  the  ward  was  another  goal  of  nursing  care.  She  learned  the  names 
of  doctors  and  nurses  quickly  and  retained  them  better  than  any  of 
the  other  children  in  the  study.  Ward  personnel  and  volunteers  en- 
joyed Suzie  and  often  came  in  to  chat  with  her.  I  also  wanted  her  to 
learn  the  technician's  role  because  I  anticipated  that  she  would  see 
her  often  in  the  early  period  after  operation.  When  Suzie  became 
acquainted  with  her,  she  was  less  tense  when  she  entered  her  room 
or  passed  her  doorway.  Before  leaving  the  ward  each  day,  Suzie's 
needs  were  shared  with  those  persons  who  assumed  responsibility  for 
her  care  in  my  absence. 

When  Suzie  saw  us  all  arriving  at  daybreak  the  next  morning, 
she  shrieked  delightedly :  "It  didn't  take  you  guys  long  to  get  here. 
I'm  having  my  operation  today."  Mr.  and  Mrs.  Lee  came  into  Suzie's 
room  on  this  day  but  were  unable  to  touch  her.  Mrs.  Lee  said,  "I'm  go- 
ing to  keep  my  distance  again.  I  may  be  coming  down  with  diarrhea 
next.  Everyone  at  home  has  it."  On  this  day,  Mr.  Lee  told  me  how 
upset  his  other  children  were  and  how  often  Suzie's  youngest  sister 
asked  where  she  was  and  when  she  was  coming  home. 

Suzie's  parents  took  flight  from  the  room  when  the  preoperative 
medicine  was  given.  When  Suzie  saw  the  syringe  she  said,  "I  want 
it  in  my  arm."  Today  she  expressed  her  feelings  by  crying,  but 
quieted  when  she  was  held.  When  I  cleaned  the  polish  from  her  nails, 
she  spied  a  person  dressed  in  green :  "Is  that  the  kind  of  suit  the  man 
will  wear  when  he  takes  me  to  have  my  heart  fixed?" 

Neither  Suzie  nor  her  parents  had  much  to  give  to  one  another 
in  the  next  few  minutes.  Her  parents  stood  apart  at  the  elevator  and 
Suzie  withdrew  into  her  private  world  in  her  characteristic  way.  She 
could  not  respond  overtly  to  her  kind,  soft-spoken  daddy's  hesitant 
request :  "Goodbye,  Suzie.  We'll  see  you  later.  Wave  to  us  from  the 
elevator."  She  kept  her  head  down  as  she  peeked  at  her  parents. 
Her  parents  knew  that  there  would  be  a  lapse  of  time  before  I  returned 
to  talk  with  them. 

Before  arriving  in  the  operating  room  suite,  I  took  Suzie  into 
my  arms.  Once  physically  close  to  me,  she  explored  her  environment 
with  her  eyes,  turned  when  she  heard  footsteps  approaching,  and  asked 
me  to  identify  every  man  who  came  within  sight.  When  she  was 
weighed  and  placed  on  the  table,  she  became  quiet  and  pale.  Her 
hand  lay  limply  in  mine.  With  my  other  hand,  I  could  feel  the  strong, 
rapid  beating  of  her  heart.  She  shrieked  when  the  mask  was  put  on 
her  face,  but  soon  became  anesthetized. 
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The  period  during  which  the  operation  was  performed  seemed 
less  stressful  for  Suzie's  parents  than  was  the  day  before.  "Maybe 
I'm  shocked,  but  I  feel  better  now  that  it  has  begun."  Mr.  Lee  added, 
"We've  waited  for  this  for  so  long.  There  was  no  decision  to  make. 
We  knew  it  had  to  be  done."  Today  there  was  no  pacing.  Suzie's 
parents  sat  close  together,  visiting  by  themselves,  with  relatives  or 
other  visitors. 

When  Mr.  and  Mrs.  Lee  asked  questions  about  care  of  Suzie  in 
the  recovery  room,  I  prepared  them  for  what  they  would  see  there. 
I  explained  the  purposes  12  of  postoperative  care  and  how  Suzie  might 
react  to  it.13  For  instance,  I  wanted  Suzie's  parents  to  know  why  I 
would  be  taking  vital  signs  frequently  and  constantly  observing  her 
body  and  the  apparatus  that  was  attached  to  her  body.  I  wanted  to 
prevent  Suzie's  parents  from  becoming  fearful  when  they  observed 
my  absorption  in  vital  signs,  etc. :  "Unless  the  doctors  tell  you  differ- 
ently, you  can  rest  assured  that  Suzie  is  progressing  satisfactorily. 
An  elevated  temperature  is  natural  during  the  next  few  days.  She 
will  sleep  a  great  deal  and  hardly  be  aware  of  what  is  going  on  around 
her." 

I  also  prepared  them  for  the  manner  in  which  I  would  function 
with  Suzie  and  with  them  that  evening  and  in  the  immediate  period 
thereafter.  Lentil  the  operation  was  over,  I  met  their  request  to  be 
kept  informed  of  developments  in  the  operating  room.  The  paternal 
grandparents  left  when  the  doctor  brought  news  of  a  successful  cardiac 
repair.14 


u  Learning  why  the  heart-lung  machine  is  primed  with  donor  blood  and  the  way  in  which 
blood  is  oxygenated  and  returned  to  the  child's  body  was  necessary  before  I  could  answer 
parental  questions.  All  of  the  parents  had  questions.  One  mother  worried  lest  her  child's 
blood  be  all  donor  blood  after  the  operation.  Learning  that  donor  blood  would  be  replaced 
by  the  child's  own  cells  was  a  relief  to  her.  Learning  that  the  temperature  rise  in  the  early 
postoperative  period  was  probably  due  to  an  allergic  response  to  donor  cells  was  a  source  of 
relief  to  several  parents  in  the  study. 

"  With  each  experience,  I  learned  much  which  was  helpful  to  me  and  to  the  parents.  Some 
learning  was  derived  from  experience  with  parents.  Other  facts  came  from  my  own  reactions 
to  doing  the  procedures  which  were  ordered  for  Suzie.  Until  I  observed  the  comfort  which 
followed  suctioning,  I  had  to  cope  with  my  own  feelings  of  resistance  to  this  procedure.  Hear- 
ing Suzie's  cry  of  discomfort  when  I  turned  her  after  the  operation  made  me  wonder  if  I 
should  do  it  as  frequently  as  it  was  ordered.  But  when  I  learned  that  turning  facilitated  chest 
drainage  and  eventually  comforted  her  as  well  as  increased  chest  expansion,  I  became  com- 
fortable in  doing  the  procedures.  Then  I  could  say  to  the  parents  with  honesty:  "Your  child 
may  cry  when  I  turn  him.  Knowing  that  crying  expands  the  lungs  more  fully  helps  nurses  to 
proceed  even  though  it  hurts  when  movement  is  first  begun.  You'll  notice  that  he  will  rest 
better  after  he  is  turned.    Perhaps  learning  this  will  help  you  as  it  has  benefitted  mc." 

14  Under  general  anesthesia,  the  chest  was  opened  and  the  heart  was  exposed  by  opening  the 
pericardium  along  the  border  of  the  right  atrium  and  ventricle.  Cannulas  were  placed  in  both 
femoral  arteries.  Pursestring  sutures  were  placed  in  the  right  atrium,  and  catheters  were  placed 
in  the  inferior  and  superior  venae  cavae  to  take  blood  to  the  heart-lung  machine.  Then  Suzie 
was  placed  on  cardio-pulmonary  bypass  for  50  minutes.  Blood  flowed  from  the  heart-lung 
machine  into  her  body  through  the  femoral  arteries  at  the  rate  of  115  cubic  centimeters  per 
minute.  During  this  time,  Suzie's  right  artium  was  opened  and  the  septum  primum  defect  and 
the  cleft  in  the  mitral  valve  were  seen.    The  cleft  was  repaired  with  a  small  Ivalon  patch 
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sutured  with  fine  black  silk.  The  interauricular  septal  defect  was  closed  with  a  Teflon  patch, 
and  one  additional  suture  was  used  to  close  the  high  ventricular  septal  defect.  After  the  right 
atrium  was  closed,  the  use  of  the  heart-lung  machine  was  discontinued.  Then  the  catheters 
were  removed  from  the  venae  cavae  and  the  resulting  defects  in  the  right  atrium  were  closed. 
Next  the  catheters  were  removed  from  the  femoral  arteries  after  which  the  arteries  were 
repaired.  A  pericardial  suction  tube  and  two  pezzar  catheters  were  placed  in  the  right  chest 
cavity.  A  pacemaker  was  applied — one  lead  was  placed  into  the  myocardium  and  brought 
out  through  the  anterior  chest  wall;  the  other  lead  was  connected  to  an  indifferent  electrode 
buried  in  the  left  chest  wall.  Suzie's  heart  was  arrested  twice  for  repair;  once  for  20  minutes 
and  then  again  for  5  minutes.    She  was  on  the  table  for  8  hours. 

During  the  operation,  Suzie  received  440  cubic  centimeters  of  blood,  480  cubic  centi- 
meters of  plasma,  and  250  cubic  centimeters  of  5  percent  dextrose  in  water,  35  milligrams  of 
heparin  (an  anticoagulant),  .2  milligrams  of  atropine  (a  vagolytic  and  antisecretory  agent), 
.5  milligrams  of  prostigmine  (a  parasympathetic  stimulant),  67  milligrams  of  Polybrene  (a 
heparin  neutralizer) ,  and  11  milligrams  of  Metubine  (a  curarization  drug).  She  also  received 
sedatives:  25  milligrams  of  demerol  and  100  milligrams  of  nembutal. 
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Chapter  4 


A  DESCRIPTION  OF  SUZIE'S 
NURSING  CARE  DURING 
THE  POSTOPERATIVE  PERIOD 


DURING  SUZIE'S  postoperative  period,  she  passed  through  three 
distinct  stages  prior  to  the  time  that  she  became  a  convalescent.  Al- 
though each  stage  had  predominant  characteristics  which  differenti- 
ated it  from  the  others,  remnants  of  each  stage  merged  into  the  suc- 
ceeding one. 


The  Nurse  Protects  Suzie  During  the  Stage  of 
Massive  Regression 

The  immediate  period  after  open  heart  surgery  is  a  period  of 
special  crisis  for  the  child,  both  physically  and  psychologically.  Cor- 
rection of  a  congenital  heart  defect  disrupts  the  continuity  of  the  pro- 
tective barrier  offered  by  the  skin  and  underlying  tissues 1  and  floods 
the  body  with  painful  and  frightening  stimuli. 

Surgery  also  produces  many  drastic  changes  inside  the  body. 
Although  correction  of  the  defects  in  the  heart  and  changing  the 
course  of  blood  flow  through  the  heart,  lungs,  and  body  has  been  the 
surgeon's  goal,  residual  physiological  adjustments  must  take  place 
postoperatively.  The  use  of  donor  blood  to  prime  the  heart-lung 
machine  and  to  replace  blood  lost  from  bleeding  stimulates  more  active 
hemolysis  of  blood  after  operation.    Surgical  intervention  also  stimu- 


1  For  their  explanation  of  how  the  outer  covering  of  the  body  serves  as  a  protection  against 
stimuli  from  the  outer  world,  see  Ramzy,  Ishak  and  Wallerstein,  Robert  S.:  Pain,  Fear  and 
Anxiety:  A  Study  in  Their  Interrelationships.  [In]  THE  PSYCHOANALYTIC  STUDY  OF 
THE  CHILD,  Vol.  13.    New  York:  International  Universities  Press,  1958.    (p.  147-189.) 
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lates  the  production  of  physical  defenses  to  protect  the  body  from  in- 
fection and  to  restore  the  tissues  to  a  healthy  state.  Body  chemistry 
has  been  altered  with  the  administration  of  drugs,  with  the  stress  of 
operation,  and  with  the  use  of  the  heart-lung  machine.  The  heart- 
lung  machine  oxygenates  the  blood,  but  it  cannot  remove  carbon  diox- 
ide as  efficiently  as  do  the  lungs.  This  produces  metabolic  acidosis 
with  resultant  rapid  breathing  to  blow  off  carbon  dioxide  and  to  restore 
the  acid-base  equilibrium. 

After  the  effects  of  the  anesthesia  and  sedative  drugs  have 
worn  off,  the  child  has  strange,  painful  sensations  and  body  changes  to 
cope  with,  and  is  also  confronted  with  an  unfamiliar,  frightening  new 
world.  Even  though  he  has  seen  the  recovery  room  before,  he  has 
had  no  opportunity  to  discover  what  happens  there.  From  the  adult's 
point  of  view,  it  is  a  protective  environment,  but  to  the  child,  it  is  full 
of  peril.  He  cannot  use  mobility  as  a  defense  against  danger  as  he 
did  before  his  operation  because  movement  is  painful  and  his  critical 
state  prevents  it.  Furthermore,  he  is  trapped  under  an  oxygen  tent 
and  his  body  is  festooned  with  tubes  and  other  apparatus.  Nor  can 
he  get  into  the  arms  of  his  mother  as  he  was  accustomed  to  doing  when 
he  was  younger  and  frightened.  The  results  of  such  circumstances 
is  intolerable  helplessness  and  anxiety.  Bowlby's  statement  supports 
this  thesis:  "When  frightened,  infants  and  young  children  look  to 
their  mother  for  security  and  if  they  fail  to  find  her  are  doubly  upset 
.  .  .  both  comfort  and  security  are  missing."2  Being  incapable  of 
dealing  actively  with  such  an  overwhelming  accumulation  of  threats, 
massive  regression  and  withdrawal  result.  These  psychological  de- 
fenses give  temporary  retreat  and  the  protection  the  child  needs  for 
self-preservation. 

Massive  regression  conserves  energy  for  physical  adaptation  to 
the  myriad  changes  within  the  body.3  It  brings  reinforcements  from 
the  environment  to  protect,  to  promote  healing,  to  restore  electrolyte 
and  body  fluid  balance,  to  sustain  the  body's  need  for  nutrients,  and  to 
comfort.  It  protects  the  child  from  seeing  and  feeling  a  changed,  sore 
body.  In  addition,  it  protects  him  from  having  to  deal  directly  with 
a  frightening  environment  until  body  integrity  and  security  have  be- 
come partially  restored. 

The  evening  after  operation 

Suzie  withstood  the  operation  and  the  medications  necessary  for 
anesthesia  and  extracorporeal  circulation  remarkably  well.    The  first 


flBowlby,  John:  Separation  Anxiety.  INTERNATIONAL  JOURNAL  OF  PSYCHO- 
ANALYSIS, i960,  41,  89-113  (March-June). 

'Freud,  Anna:  The  Role  of  Bodily  Illness  in  the  Mental  Life  of  Children.  [In]  THE 
PSYCHOANALYTIC  STUDY  OF  THE  CHILD,  Vol.  7.  New  York:  International  Universities 
Press,  1952.    (p.  69-81.) 
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words  she  said  when  she  saw  me  were:  "Stay  with  me."  Her  eyes 
closed  as  I  assured  her  that  she  would  not  be  left  alone. 

Suzie  did  not  respond  overtly  during  the  time  that  she  was 
weighed,  transported  to  the  recovery  room,  put  into  a  previously 
flushed,  humidified  oxygen  tent,  and  examined  at  frequent  intervals  to 
insure  satisfactory  progress.  During  the  first  evening  after  operation, 
her  temperature  ranged  between  101.2°  and  101.5°  F.  (38.3°  and 
38.6°  C).  Her  respirations  were  shallow  and  rapid  from  metabolic 
acidosis  and  ranged  between  84  and  52  per  minute.  There  was  evi- 
dence of  heart  block  from  edema  around  the  sinus  node.  Her  heart 
beat,  which  ranged  between  84  and  92  beats  per  minute,  was  regular 
and  strong.  Her  blood  pressure  fluctuated  little  ( 120/50-100/30  mm) , 
and  the  color  of  her  entire  body  was  pink,  both  when  she  was  in  the 
oxygen  tent  and  when  removed  from  it  for  X-ray  examination.  In- 
sertion of  the  Foley  catheter  into  her  bladder,  which  was  done  to  insure 
an  accurate  hourly  account  of  urine  output,  produced  no  overt  reaction. 
A  water-sealed  suction  drainage  system  siphoned  off  air  and  fluid  from 
the  intrathoracic  space  surrounding  the  collapsed  lung.  From  the 
end  of  the  operation  until  9  a.m.  the  next  morning,  160  cubic  centi- 
meters of  bloody  fluid  were  drained  from  her  chest,  producing  in- 
creased expansion  of  her  lungs.  Kidney  functioning  during  the  night 
and  thereafter  was  normal. 

Throughout  the  first  evening  and  the  following  day,  Suzie  mani- 
fested little  awareness  of  me,  of  her  body,  of  the  apparatus  attached  to 
it,  or  of  what  was  going  on  around  her  or  being  done  to  her.  Oc- 
casionally, she  opened  her  eyes  and  focused  on  me  for  a  moment  as  I 
turned  her  to  facilitate  adequate  chest  drainage  and  further  expansion 
of  her  lungs,  examined  her  extremities  to  determine  color,  temperature, 
and  muscle  tone,  or  took  half -hourly  vital  signs.  But  most  of  the  time, 
she  was  withdrawn  or  asleep,  using  her  energy  to  maintain  physio- 
logical homeostasis. 

Suzie  did  not  wince  when  streptomycin  (.25  gram  twice  daily) 
was  begun.  Nor  was  there  any  indication  that  she  felt  the  needles 
through  which  penicillin,  albamycin,  and  a  solution  of  one-third  nor- 
mal saline  and  two-thirds  5  percent  dextrose  and  water  were  dripping 
into  two  veins  of  her  body  at  the  rate  of  50  cubic  centimeters  per  hour.4 
Nor  did  she  seem  to  notice  or  feel  the  chest  drainage  tubes  or  the  cuffs 
with  electrocardiograph  leads  which  encircled  her  wrists  and  ankles. 
An  insulated  electric  cord  connecting  the  external  electrode  coming 
from  under  the  skin  of  her  chest  and  the  pacemaker  attached  to  the 
foot  of  the  bed  seemed  of  no  consequence  to  Suzie. 

The  use  of  a  mask  to  give  positive  pressure  every  2  hours  to 


*  Suzie  received  80  cubic  centimeters  of  intravenous  fluids  per  kilogram,  giving  her  a  total 
,  of  400  cubic  centimeters  of  normal  saline  and  800  cubic  centimeters  of  5  percent  dextrose  in 
double  distilled  water  in  each  24-hour  period. 
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stimulate  fuller  expansion  of  her  lungs  was  the  only  thing  which  Suzie 
resisted,  and  this  resistance  was  feeble.    As  she  moved  her  arms  to 
push  the  mask  away,  she  expressed  her  feelings  about  having  her  re- 
treat from  the  outside  world  interrupted :  "I  can't  see.    I'm  going  I 
home.    I  said  I'm  going  home  right  now!" 

Suzie's  state  of  massive  regression  during  the  first  48  hours 
after  operation  betokened  her  most  vital  needs.  She  voiced  her  need 
of  security  and  demonstrated  the  necessity  for  physical  support  and 
protection  from  disturbing  stimuli  and  from  complications.  She  was 
completely  dependent  on  the  constant  vigilance,  expert  functioning, 
and  intelligent  judgment  of  the  doctors  and  nurses  who  attended  her. 
The  nurse's  functions  in  the  provision  of  physical  support  are  briefly 
outlined  in  the  appendix.  A  chart  showing  progress  in  stabilization 
of  vital  signs,  her  intake  of  medicine,  nutrients  and  fluid,  and  her  out- 
plit  of  urine  and  chest  drainage  during  the  first  week  after  operation 
can  be  found  in  the  appendix. 

Support  of  Suzie's  parents 

Before  leaving  Suzie  to  get  the  Lees  for  their  first  postoperative 
visit,  I  reported  my  observations  to  the  relief  nurse  and  told  her  why 
I  had  covered  Suzie's  body.  After  learning  how  painful  a  first  post- 
operative visit  can  be  for  parents,  I  protected  them  from  seeing  their 
child's  wounds  at  this  time.  The  Lees  had  not  asked  me  where  the 
incisions  would  be  made  in  Suzie's  body.  Nor  had  I  gotten  any  clues 
which  shed  light  on  their  feelings  about  wounds.  Therefore,  I  sur- 
mised that  the  subject  was  too  painful  to  speak  about.  Acting  on  this 
assumption,  I  covered  Suzie's  body. 

Mrs.  Lee  reached  for  her  husband's  hand  when  I  entered  the 
waiting  room  and  they  continued  to  hold  hands  en  route  to  the  re- 
covery room.  Their  silence  was  broken  by  Mrs.  Lee :  "Shall  we  wash 
first  ?  .  .  .  But  we  won't  touch  her."  I  wondered  if  they  needed  per- 
mission to  touch  Suzie  or  time  to  face  what  they  expected  to  see,  so  I 
said,  "You  can  touch  Suzie  when  you  feel  up  to  it.  I'll  find  a  wash- 
room for  you  to  use." 

My  assumption  that  the  Lees  needed  time  to  get  themselves 
ready  to  see  Suzie  was  validated.  It  was  10  minutes  before  they  were 
ready  to  enter  the  recovery  room,  and  then  they  walked  in  slowly,  hand 
in  hand,  looking  frightened  and  awed.  Mrs.  Lee  went  closer  to  Suzie 
than  did  her  husband,  but  she  did  not  move  her  hands  toward  her.  In 
a  quiet  voice,  she  mentioned  a  symptom  that  I  had  not  prepared  her 
for  and  which  may  well  have  reminded  her  of  the  times  when  Suzie 
had  croup:  "She's  breathing  so  fast."  Because  I  had  learned  the 
reasons  for  Suzie's  rapid,  shallow  breathing  and  had  dealt  with  my 
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fears  about  it,  I  was  prepared  to  assure  Mrs.  Lee  that  it  was  a  natural 
postoperative  phenomenon. 

Suzie  opened  her  eyes  when  I  told  her  that  her  parents  had 
come.  After  looking  at  her  mother  for  a  moment,  her  eyelids  dropped 
shut  again.  After  Mrs.  Lee  told  Suzie  that  she  was  staying  in  the 
hospital  all  night,  she  turned  away  and  joined  her  husband  who  had 
left  the  bedside  to  get  a  report  from  the  doctor.  Upon  clasping  hands 
with  her  husband  again,  Mrs.  Lee  was  able  to  look  back  at  Suzie  and 
about  the  recovery  room. 

The  first  postoperative  day 

There  were  only  a  few  times  during  this  day  that  Suzie  showed 
awareness  of  her  surroundings.  When  I  arrived  in  the  recovery 
room,  her  hand  responded  to  mine — "Stay  with  me."  A  plea  to  go  to 
her  room  came  next.  She  resisted  the  mask  as  before  and  struggled 
frantically  when  mucus  was  aspirated  from  her  respiratory  tract.  She 
cooperated  as  best  she  could  when  I  firmly  supported  her  chest  and 
asked  her  to  take  deep  breaths  and  to  cough.  Restlessness  which  ac- 
companied the  removal  of  the  intravenous  needle  from  a  leg  vein  and 
preparation  to  transport  her  to  her  room  ceased  when  I  told  her  what 
we  were  doing.  Comfortably  and  safely  placed  on  her  own  bed  with  a 
30  degree  elevation  to  her  back  rest,  the  conversation  which  follows 
took  place : 

"I'll  tell  Miss  Jones  to  have  your  mama  and  daddy 
come  in  now." 

"No."  (The  tone  of  her  voice  made  me  know  that 
she  was  angry.) 

"They  want  to  be  with  you,  honey.  The  hospital 
wouldn't  let  them  stay  in  the  other  room.  But  now  that 
you're  in  your  own  room,  they'll  visit  you  just  like  they 
did  before.  Your  heart  is  all  fixed,  Suzie.  Your  opera- 
tion is  over."  (I  told  her  that  the  hospital  wouldn't  let 
her  parents  stay  in  order  to  minimize  the  anger  she 
seemed  to  be  feeling  toward  them.  Mrs.  Lee  wanted  to 
stay  with  Suzie,  but  rules  of  the  hospital  prevented  it.) 

"Will  you  still  stay?" 

"Yes,  Suzie,  I'll  be  with  you  until  you  are  feeling 
better." 

Although  Suzie  appeared  to  be  completely  withdrawn  from  her 
environment  most  of  the  time,  the  following  observations  prove  that 
the  presence  of  her  parents  was  a  source  of  security  to  her.  Her 
angry  "No"  may  have  been  an  attempt  to  deny  her  need  for  her  parents 
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or  to  express  feelings  of  revenge  for  being  deserted  by  them.  Proba- 
bly, too,  the  angrily  spoken  words  communicated  how  she  felt  about 
those  persons  who  had  let  her  undergo  the  operation.  Once  expressed, 
however,  she  sought  the  comfort  that  she  needed  but  could  not  have. 
Twice  while  being  turned  during  the  morning  she  said,  "I  want  mama 
to  hold  me." 

When  the  Lees  spoke  quietly  of  leaving  for  lunch,  Suzie's  ten- 
sion increased.5  "No,  don't  go,"  she  cried  as  she  moved  her  hands 
restlessly  toward  her  lips.  At  a  later  time  when  Suzie  opened  her 
eyes  and  could  not  see  that  her  daddy  had  moved  to  the  other  side  of 
her  bed,  she  looked  about  anxiously  and  said,  "Where's  my  daddy 
gone?" 

Except  for  the  lunch  period,  Suzie's  parents  remained  with 
her  most  of  the  first  and  second  days.  Mr.  Lee  moved  closer  to  Suzie 
than  did  his  wife,  but  neither  parent  touched  her.  They  watched,  read, 
asked  questions  about  Suzie's  progress  and  the  equipment.  They 
also  expressed  some  thoughts  which  were  on  their  minds:  "It's  like 
a  miracle.  She  looks  right  at  us  sometimes.  Her  morale  changed  so 
when  you  began  to  care  for  her.   You've  helped  so  much." 

Then  I  learned  that  helplessness  was  one  of  the  forces  which 
was  making  Mrs.  Lee  distance  herself  from  her  child :  "How  could  a 
mother  do  special  nursing?  When  I  brought  Suzie  to  the  hospital 
the  supervisor  told  me  that  she  would  get  a  nurse,  but  if  a  graduate 
or  practical  nurse  wasn't  available,  I  could  take  care  of  her."  With 
a  trembling  voice,  Mrs.  Lee  said,  "I  could  never  do  that !  I  wouldn't 
know  how  to  do  one  part  of  it.  Illness  makes  me  feel  so  helpless. 
I  just  have  to  believe  that  the  doctors  and  nurses  are  gods.  I  turn 
the  responsibility  over  to  them.  They  know  how  to  take  care  of  her. 
I  don't!" 

Mrs.  Lee  showed  no  signs  that  she  was  fearful  lest  I  alienate 
the  affections  of  her  child.  She  helped  Suzie  turn  to  me  for  nursing 
care  before  her  operation  and  approved  of  Suzie's  acceptance  of  my 
interest  in  her.  When  I  first  met  Mrs.  Lee,  she  needed  help.  When 
I  saw  her  the  afternoon  before  the  operation,  she  turned  to  Suzie  and 
said,  "Here's  our  friend  !" 

Suzie's  behavior  after  the  acute  phase  of  her  illness  was  over 
led  me  to  believe  that  she  saw  our  roles  as  complementary  rather  than 
similar.  After  Mrs.  Lee  became  assured  that  the  danger  was  over  and 
began  to  participate  in  Suzie's  care,  Suzie  seemed  to  have  drawn  her 
own  conclusions  about  the  differences  between  maternal  and  nursing 
care.   She  designated  the  care  that  she  wanted  from  her  mother  and 


8  This  experience  taught  me  to  prepare  parents  for  their  child's  reactions  to  loss  of  both 
parents  at  meal  times.  Had  I  anticipated  that  they  would  leave  together,  I  would  have  urged 
them  to  relieve  each  other  for  meals.  Having  observed  how  much  they  needed  each  other, 
I  did  not  ask  that  one  of  them  stay  in  the  room. 
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that  which  she  desired  from  me.  L  ne  day  when  brushing  crumbs  from 
Suzie's  bed,  Mrs.  Lee  said,  "Wouldn't  I  make  a  good  nurse?"  Suzie's 
response  was,  "No,  Miss  Blake  is  the  nurse.  You're  my  mama." 


The  Nurse  Sustains  Suzie's  Trust  During  the  Stage  of 
Infantile  Dependence 

The  child  who  has  been  anesthetized  for  a  long  period  becomes 
aware  of  his  body  and  the  world  surrounding  it  a  step  at  a  time.  At 
first,  his  capacity  to  cope  with  the  feelings  which  awareness  gener- 
ates is  limited.  Repeated  cries  for  physical  closeness  to  his  mother 
and  for  food  during  the  early  stages  of  awareness  can  be  expected. 
Children  must  do  something  to  relieve  their  tension.  After  open  heart 
surgery,  they  do  not  have  energy  to  play,  to  read,  and  movement  is  un- 
comfortable and  frightening.  Lying  inert  without  an  outlet  for  ten- 
sion puts  a  strain  on  the  body  and  leads  to  further  regression. 

During  infancy,  the  child  signals  his  need  for  relief  from  bodily 
tension  by  crying;  physical  contact  with  his  mother's  body  and  food 
relieves  his  discomfort.  Therefore,  it  is  natural  that  he  resorts  to 
old  patterns  of  behavior  when  he  longs  for  cuddling  again.  It  is 
also  natural  that  he  calls  for  food  and  physical  comforts — the  un- 
conscious symbols  of  love — to  express  his  need  for  relief  from  pain. 

Comforting  nursing  care  which  communicates  "You  will  not  be 
forsaken"  is  necessary  to  help  the  child  regain  trust  in  others  and 
in  his  own  capacity  to  deal  with  threats.  As  he  comes  in  contact  with 
the  painful  reality  of  his  world,  he  must  discover  that  physical  and 
emotional  support  is  readily  available. 

The  child  longs  for  cuddling  by  his  mother.  Because  this  wish 
is  frustrated  by  the  apparatus  attached  to  his  body,  he  becomes  de- 
manding in  order  to  control  the  anxiety  produced  by  this  frustration 
and  the  accompanying  feeling  of  helplessness.  When  the  nurse  and 
the  parents  understand  the  purpose  of  this  defense,  the  child  gets  the 
support  he  requires  to  face  the  treatment  regimen.  Without  this  sup- 
port, mounting  anxiety  and  retreat  from  the  world  may  be  prolonged 
and  deplete  him  of  the  energy  to  recover. 

The  massive,  regressive  effects  of  extensive,  surgical  interven- 
tion and  psychological  shock  subsided  during  the  night  after  Suzie's 
second  postoperative  day.  For  the  first  2  nights,  Suzie's  night  nurse 
was  unfamiliar  with  the  care  of  children  recovering  from  open  heart 
surgery.  On  the  third  night,  Suzie  had  another  inexperienced  nurse. 
When  the  second  night  nurse  reported  to  me,  she  told  me  of  her  trials 
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in  understanding  the  complicated  records  and  of  her  feelings  about 
Suzie's  demandingness.  When  Suzie  asked  to  be  turned,  the  nurse 
turned  to  me  and  said,  "See !  That's  what  I  mean  !  I  just  bathed  and 
turned  her.  Now  she  wants  something  else  again.  If  I  don't  get 
there  immediately,  she  has  a  temper  tantrum.  You  sure  can  tell  she 
has  had  special  nurses.  I  don't  usually  take  pediatric  cases.  I  don't 
know  if  I  can  take  another  night  of  this."6 

When  I  took  Suzie's  hand,  she  looked  up  at  me  and  begged, 
"Will  you  sleep  here  with  me  tonight?"  A  few  minutes  later  when 
Suzie  watched  a  penicillin  derivative  being  injected  into  the  intra- 
venous system,  she  said  tearfully,  "Will  you  do  me  next  ?  I  want  you 
to  hold  me."  Her  first  request  to  be  bathed  seemed  to  me  to  be  an 
expression  of  her  need  for  physical  closeness  to  relieve  her  discomfort. 

Other  signs  revealed  Suzie's  movement  toward  her  preoperative 
level  of  personality  organization.  Repeatedly  during  the  next  2  days, 
Suzie  asserted  her  infantile  dependence  on  others.  Previously,  she 
had  coped  with  my  ministrations  passively  and  made  very  few  de- 
mands on  me.  Now  when  I  prepared  her  for  a  procedure,  she  became 
active,  aggressive,  and  demanding :  "I'm  ready  for  my  dinner,"  or  "Get 
me  my  dinner,  will  you !" 

During  a  venepuncture  which  was  done  two  or  three  times  every 
24  hours  for  electrolyte  analysis,  she  screamed  loudly  but  held  her 
arm  still:  "I  want  currants,  spaghetti,  and  chocolate  milk."  Lip 
stroking,  frequent  demands  to  be  turned  or  held,  and  insistence  upon 
knowing  if  she  would  go  home  tomorrow  also  reappeared.  At  times, 
Suzie's  tolerance  for  waiting  was  practically  nil.  She  reacted  tem- 
pestuously when  she  learned  that  she  could  not  be  held  until  the  chest 
tubes  and  cord  connecting  the  electrode  and  pacemaker  had  been 
removed. 

Persistent  demands  for  food  and  to  be  turned  often  came  when 
I  was  the  busiest  and  when  my  interest  was  diverted  from  her  to  re- 
cording data  for  medical  research  or  making  the  hourly  check  of 
vital  signs,  urinary  output,  or  chest  drainage  apparatus.  She  could 
not  comprehend  the  importance  of  these  activities  to  herself.  For 
those  minutes  when  my  interest  was  elsewhere,  Suzie  may  well  have 
felt  my  temporary  emotional  detachment  from  her.7 


"This  nurse's  response  to  frustration  was  understandable  in  light  of  the  responsibilities  that 
she  was  carrying.  I  have  included  it  not  as  criticism  but  to  show  the  way  in  which  Suzie 
communicated  her  need  for  physical  closeness  during  this  stage  of  recuperation. 

7  This  observation  and  others  which  will  be  cited  later,  and  those  reported  by  the  night  nurse, 
led  me  to  believe  that  Suzie  was  not  having  enough  physical  contact  with  persons  to  get  the 
relief  from  anxiety  that  she  needed  to  regain  trust.  Taking  vital  signs,  checking  the  flow 
of  intravenous  fluids  and  chest  drainage  were  time-consuming  activities.  Although  they  safe- 
guard the  child,  they  do  not  relieve  his  anxiety.  Study  of  the  children's  behavior  with  and 
without  physical  contact  with  the  hand  of  beloved  relative  leads  me  to  hypothesize  that  recovery 
could  be  hastened  if  this  support  were  available  to  all  children.  This,  of  course,  presupposes 
that  the  relative  is  prepared  to  provide  physical  closeness  to  a  critically  ill  child. 
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Suzie's  behavior  during  the  first  2  days  after  oral  fluids  were 
begun  made  me  surmise  that  she  was  not  longing  for  food  but  rather 
a  return  of  the  physical  comforts  that  she  had  had  as  a  baby  in  her 
home.  After  bowel  sounds  became  audible  on  the  afternoon  of  her 
second  postoperative  day,  gingerale  was  offered.  She  did  not  take 
it  as  if  she  were  thirsty  or  hungry,  but  instead  took  it  in  tiny  sips. 
The  pitcher  that  had  delighted  her  before  her  operation  had  little 
appeal  now.  She  refused  to  use  the  straw,  saying,  "I  want  you  to  feed 
me." 

The  next  morning  when  I  suggested  a  drink,  Suzie  said,  "I  want 
it  from  a  bottle,"  but  a  bottle  of  gingerale  was  not  what  she  wanted. 
If  she  had  taken  fluids  avidly  from  a  cup,  straw,  or  glass  after  the 
experiences  cited  below,  I  would  have  thought  that  the  memory  of  her 
mother's  surprise  at  seeing  her  with  a  bottle  inhibited  her  in  getting 
the  oral  pleasures  that  she  longed  for  now. 

"That  looks  like  a  baby's  bottle." 
"It  is  a  baby's  bottle,  but  you  can  use  it  for  drink- 
ing." 

"Why  do  I  have  to  have  that?" 
"I  just  brought  it  so  that  it  would  be  here  if  you 
wanted  it." 

"But  I  want  it  now!"  (She  discharged  anger  with 
her  words.  After  sucking  a  minute,  she  cast  the  bottle 
aside.) 

Suzie  had  asked  for  milk  often  before  it  was  ordered,  but  when 
she  could  have  it,  she  said,  "I  want  it  from  a  bottle."  When  it  arrived, 
she  cast  it  aside  after  a  swallow  and  voiced  her  anger:  "It's  warm. 
I  don't  like  it  that  way." 

When  her  male  evening  nurse  arrived,  her  behavior  provided 
further  support  to  the  hypothesis  that  demands  for  food  were  sym- 
bolic expressions  of  Suzie's  wish  for  intimate  maternal  care.  When 
he  offered  fluids,  she  refused  them  saying  that  she  preferred  to  drink 
i  by  herself.  But  there  was  no  movement  of  her  hands  toward  the 
glass  to  suggest  that  she  wanted  independence.  Instead  she  said, 
"I  want  Miss  Blake  to  feed  me."  Was  Suzie  trying  to  tell  us  that 
she  wanted  physical  demonstration  of  love  ?  I  took  her  hand,  caressed 
her  brow,  and  she  dropped  off  to  sleep.  Then  the  symbolic  meaning 
of  her  words  was  verified. 

The  provision  of  substitute  satisfactions  for  the  physical  close- 
ness that  Suzie  wanted  lessened  her  frustration.  Whenever  possible, 
I  responded  quickly  to  her  requests  to  be  turned  and  held  my  hands  on 
her  body  until  she  relaxed  because  I  believed  that  such  ministrations 
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would  help  her  to  regain  trust  that  a  helping  hand  was  available  to  i| 
her.  I  also  kept  my  hands  on  her  after  uncomfortable  procedures. 

When  leg  and  arm  exercises  were  begun  to  prevent  contractures, 
Suzie  was  fearful  of  pain,  as  she  was  when  any  new  procedure  was 
introduced.   However,  when  she  learned  that  the  movements  and  the  I 
attention  that  accompanied  them  increased  her  comfort,  her  resistance  J 
gradually  disappeared.    Back  rubs  eased  Suzie's  tension  and  often 
induced  sleep.   She  also  enjoyed  oral  hygiene.   She  put  her  tongue  I 
out  to  be  cleaned  and  opened  her  mouth  wide  so  that  the  coating  could  I 
be  removed  from  her  teeth. 

During  the  period  when  Suzie  and  her  mother  needed  each  other 
so  much,  I  wanted  to  lessen  the  distance  between  them,  but  my  attempts 
were  poorly  timed  and  unsuccessful.  I  thought  Mrs.  Lee  might  need  ; 
permission  to  care  for  Suzie  or  help  in  dealing  with  her  fear  of  the 
apparatus  or  of  seeing  Suzie's  wounds.  So  I  asked  her  to  help  me 
turn  Suzie  on  her  second  day.  After  a  moment  of  hesitation,  she 
came  to  the  bedside,  lifted  the  chest  tubes  gingerly,  appeared  uneasy, 
and  said,  "What  shall  I  do  with  these?"  She  quickly  learned  the  im- 
portance of  preventing  kinking  of  or  compression  on  the  tubes,  but 
retreated  quickly  when  Suzie  was  comfortably  repositioned. 

Readiness  to  participate  in  Suzie's  care  came  gradually.  First, 
Mrs.  Lee  had  to  recuperate  from  a  long  period  of  stress.  Then,  she 
had  to  adjust  to  the  changes  in  Suzie's  body  and  to  convince  herself 
that  the  danger  was  over.  The  day  after  she  turned  Suzie,  she  asked 
me  about  her  groin  wounds.  The  doctor  had  told  her  that  femoral 
arteries  would  be  used  to  return  oxygenated  blood  to  Suzie's  body, 
but  she  did  not  realize  that  incisions  would  be  necessary  to  isolate 
them. 

During  a  conference  with  Mrs.  Lee  during  the  third  week  after 
operation,  she  told  me  about  her  fears :  "I  wasn't  prepared  for  such  a 
long  critical  period.  Dr.  Johnson  said  it  would  only  last  for  a  few 
days  but  it  lasted  longer  than  that.  I  was  so  relieved  when  they 
removed  the  pacemaker  electrode.  That  scared  me  terribly.  I  wasn't 
prepared  for  her  rapid  breathing  either."  After  this  conference,  Mrs.  ( 
Lee  became  more  relaxed,  spontaneous,  and  warm  in  her  relationship 
with  Suzie.8 


8  In  subsequent  experiences,  I  surmised  that  other  parents  might  also  draw  the  conclusion 
that  danger  was  imminent  as  long  as  the  pacemaker  was  attached  to  their  child's  body.  In 
an  attempt  to  prevent  prolonged  fear  in  those  parents  whose  children  had  pacemakers,  I  told 
them  why  the  electrode  was  left  in  place  after  the  critical  period  was  over.  When  they  learned 
that  removal  resulted  in  myocardial  irritation,  it  became  understandable  to  them  why  the 
electrode  and  wires  were  left  in  place  throughout  the  period  of  intracardial  healing. 

Observing  the  change  in  Mrs.  Lee  made  me  wonder  if  she  and  Suzie  might  have  had 
a  more  comfortable  postoperative  period  if  a  social  worker  had  been  available  to  her  from  the 
time  that  the  operation  was  recommended.  If  she  had  been  able  to  move  closer  to  Suzie  post- 
operatively, my  role  would  have  been  altered  considerably,  thus  changing  the  content  of  the 
observations  collected. 
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The  Nurse  Helps  Suzie  Regain  Her  Autonomy 


As  the  postoperative  days  pass,  the  frightening  and  painful 
treatments  become  harder  and  harder  for  the  child  to  bear.  Demands 
upon  the  child  to  adjust  do  not  lessen  as  initial  recovery  takes  place. 
They  increase  markedly.  Although  the  child  has  more  energy  for 
adaptation  during  the  third  stage  of  the  postoperative  period,  he  has 
many  new  problems  to  deal  with  and  a  healing  process  to  complete. 

As  recovery  takes  place,  the  child  not  only  has  to  face  the  repeti- 
tion of  uncomfortable  procedures,  but  he  also  has  to  adapt  to  new  ones, 
such  as  the  removal  of  drainage  tubes,  intravenous  needles,  stitches, 
pacemaker  electrode,  and  sometimes  a  blood  transfusion.  When  intra- 
venous fluid,  nutrient,  and  antibiotic  therapy  is  discontinued,  the  child 
must  endure  additional  intramuscular  injections  of  antibiotics  and  is 
expected  to  take  more  fluids  by  mouth.  This  creates  another  crisis. 
The  child  has  already  lived  through  so  much.  Faced  with  more 
frightening  experiences  and  demands  on  him,  feelings  of  rebellion  are 
inevitable.  These  threaten  his  equilibrium  and  increase  his  feelings 
of  helplessness,  hopelessness,  and  futility. 

How  the  child  grapples  with  this  crisis  is  dependent  upon  the 
physical  and  emotional  energy  that  he  has  at  his  disposal,  the  per- 
sonality strengths  that  he  has  acquired  from  past  experiences,  and  the 
quality  of  the  support  that  he  gets  from  his  environment.  The  nat- 
ural healthy  response  to  such  a  situation  is  to  fight  to  gain  control  over 
what  is  happening  to  him  and  to  master  it.  Some  children  can  do 
this.  Others  cannot.  In  some  instances,  the  drive  for  mastery  has 
been  thwarted  by  past  experiences  in  his  home  or  in  the  hospital  during 
the  preoperative  period.  The  child  who  repeatedly  discovers  that  ex- 
pression of  his  feelings  results  in  loss  of  love  or  punishment  retreats 
rather  than  fights  for  his  rights  to  become  a  more  self-governing 
person.  Depletion  of  energy  and  the  heightened  dependence  on  others 
for  approval  and  care  which  accompanies  an  operation  make  running 
the  risk  of  incurring  disfavor  too  great  a  threat  for  many  a  child — and, 
I  might  add,  for  many  an  adult  as  well. 

The  child  who  has  acquired  a  sense  of  trust  and  autonomy  in  his 
home  and  maintained  these  personality  strengths  throughout  the  pre- 
operative period  in  the  hospital  seeks  to  regain  and  to  retain  them  after 
an  operation.  He  watches  and  questions  to  get  the  information  that 
he  needs  to  cope  with  danger  from  within  and  threats  from  without. 
He  expresses  his  feelings  without  fear  of  retaliation.  He  dictates  to 
increase  his  self-esteem  and  to  prove  to  himself  that  he  has  powers  of 
control  over  himself  and  others.  He  asserts  his  rights  to  be  an  active, 
independent  person.  In  the  process,  he  receives  the  attention  that  he 
wants  without  having  to  face  his  deep  longings  for  dependence.  Some 
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children  devise  rituals  to  help  themselves  feel  that  they  are  in  control 
of  the  situation.  They  also  work  hard  to  gain  self-mastery  during 
mealtime  and  through  play. 

One  of  the  most  important  elements  of  nursing  care  during  this 
psychologically  critical  stage  of  recovery  is  to  prevent  resignation  or ; 
submission.  The  hopelessness  and  despair  which  accompany  resig- 
nation consume  energy  often  to  the  point  where  there  is  hardly  enough 
to  complete  the  healing  process.  Total  submission  to  what  is  happen- 
ing to  him  increases  mistrust  and  influences  adversely  the  child's  feel- 
ings  about  himself. 

Preparing  the  child  ahead  of  time  for  all  that  he  will  experience 
and  encouraging  his  expression  of  feelings  are  effective  ways  to  prevent  j 
resignation.    But  even  more  important  is  helping  the  child  use  his 
own  powers  to  gain  control  of  himself  and  the  situation.    If  the  nurse  ! 
does  this,  she  tells  him  that  he  is  cherished  and  that  he  is  respected  as  i 
a  person  with  a  mind  of  his  own. 

Sometimes,  nurses  forget  that  recuperation  from  an  extensive  j 
operation  takes  energy.    This  makes  it  impossible  for  the  child  to  do  ! 
those  things  which  were  previously  important  to  maintaining  his  self- 
esteem.    This  impairs  his  adaptive  capacities.   Weakened  defenses 
frighten  the  child  and  make  him  feel  helpless. 

The  child's  adaptive  capacities  are  strengthened  immeasurably  i 
when  he  receives  comforting  physical  care  and  learns  that  his  unique 
ways  of  actively  grappling  with  fearful  and  painful  procedures  and 
with  other  demands  being  made  upon  him  are  valued.    It  helps  him  to 
master  his  feelings  of  helplessness  and  of  anxiety  and  heightens  his 
self-esteem.   It  supports  him  in  reestablishing  his  identity.   It  helps  i 
him  regain  the  sense  of  autonomy  that  he  lost  when  the  anesthesia 
was  begun.   Most  important  of  all,  it  gives  him  energy  to  regain  his  j 
physical  strength  and  to  reach  his  preoperative  level  of  personality 
organization. 

Supporting  Suzie  in  her  struggle  against  anxiety  and  fear 

During  the  days  when  the  predominant  characteristic  of  Suzie's 
behavior  was  assertion  of  oral  dependent  longings,  another  behavior  j 
trend  was  rising  slowly  to  ascendancy.    Along  with  seeking  physical 
closeness,  Suzie's  behavior  showed  mounting  anxiety  and  helplessness.  I 
She  was  struggling  with  frustration  of  her  wish  to  be  held  and  striving 
to  find  a  solution  to  her  mounting  dread  of  needles,  inhalations,  and 
tracheal  suctioning.    With  the  return  of  normal  intestinal  activity,  she  ! 
was  also  trying  to  regain  control  of  her  anal  sphincters.  Furthermore, 
she  seemed  greatly  concerned  about  maintaining  her  emotional  in- 
tegrity or  equilibrium. 

Her  questions,  "Why  is  he  here?"    "What  is  he  going  to  do  to 
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me  now?" — which  were  asked  every  time  a  staff  member  entered  the 
room — began  in  the  afternoon  of  Suzie's  second  postoperative  day. 
On  the  third  day  when  Suzie  was  awake  for  longer  periods  of  time,  she 
kept  her  eyes  on  the  doorway  constantly.  Whenever  she  was  turned, 
she  quickly  moved  back  so  that  she  could  see  into  the  hallway.  The 
minute  a  person  entered  the  room,  she  followed  him  with  her  eyes  and, 
invariably,  her  brow  was  furrowed  and  her  fingers  found  their  way 
to  her  lips. 

When  I  knew  that  the  doctor  was  there  merely  to  inject  anti- 
biotics into  the  bottle  of  intravenous  fluids,  I  told  Suzie  this.  How- 
ever, her  questions  continued  until  he  left  the  room:  "Will  he  put  it 
in  the  bottle  up  there  ?  Will  he,  Miss  Blake  V  The  expression  in  her 
eyes  and  the  tone  of  her  voice  reflected  mistrust.  She  seemed  to  be 
pleading  for  assurance  that  the  needle  would  not  be  inserted  into  her 
skin.    She  wanted  to  trust  my  words  but  was  unable  to  do  so. 

Suzie  was  also  expending  her  energy  in  listening  to  protect  her- 
self from  danger.  For  example,  after  a  doctor  had  gotten  a  drop  of 
blood  for  a  count  and  hemoglobin  level,  he  told  me  to  raise  her  cribside. 
Immediately  in  a  shaky  voice,  she  asked  what  he  had  said.  It  seemed 
as  if  she  were  constantly  expecting  danger.  Knowing  what  was  com- 
ing next  was  of  vital  importance  to  her.  Caught  off  guard,  she  lost 
her  valued  self-control  and  probably  had  more  anger  and  anxiety  to 
cope  with  as  well.  As  a  result,  she  could  not  permit  herself  to  retreat 
from  the  outer  world  as  she  did  earlier.  This  worried  me,  for  I  knew 
how  much  she  needed  rest. 

Questions  like  these  betrayed  dread  and  a  great  need  to  be  pre- 
pared for  discomfort :  "Are you  going  to  give  me  that  smell  stuff  now?" 
"Is  it  time  for  my  throat  culture  yet?"  (Suzie  had  heard  the  doctor 
ask  for  a  culture  from  the  tracheal  catheter  used  for  suctioning.) 

By  the  third  postoperative  day,  Suzie's  physical  state  had  im- 
proved considerably,  releasing  energy  to  deal  actively  with  her  prob- 
lems. She  had  slept  well  the  night  before  without  a  sedative  and  had 
had  her  first  bowel  movement.  Her  vital  signs  were  stabilizing,  but  her 
rectal  temperature  continued  to  rise,  101.5°  F.  (38.6°  C.)  in  the  after- 
noon. However,  with  the  use  of  aspirin  ( .3  gram  suppositories) ,  her 
temperature  never  rose  above  that  level  except  on  the  evening  after  the 
pacemaker  electrode  and  wire  had  been  removed.  Her  skin  continued 
to  have  a  jaundiced  tinge,  and  twice  her  urine  was  brick  red  in  color 
showing  the  effects  of  the  hemolysis  of  donor  cells  taking  place  in  her 
body.  Even  though  heart  block  persisted,  the  volume  and  rhythm  of 
Suzie's  heart  beat  never  faltered.  These  physical  findings  indicated 
that  her  heart  was  responding  favorably  to  the  natural  strains  of  the 
healing  process. 

After  6  days,  the  edema  around  the  sinus  node  disappeared,  per- 
mitting the  impulses  to  come  through  and  be  felt  in  the  radial  artery. 
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She  had  converted  to  a  sinus  rhythm  and  from  then  on,  Suzie's  radial 
pulse  rate  ranged  between  120  and  140  beats  per  minute. 

Several  events  on  the  third  postoperative  day  contributed  to 
Suzie's  mounting  anxiety.  After  chest  drainage  had  stopped,  the  first 
tube  was  removed.  To  prepare  her  for  this  procedure,  I  used  knowl- 
edge of  her  preoperative  interest  in  tube  removal.  But,  unfortunately, 
neither  my  words  nor  5  milligrams  of  a  sedative  subcutaneously  al- 
layed her  fears.  "Tell  me  when  it's  over,"  she  pleaded  as  the  doctor 
cut  the  stitches  which  anchored  the  tube  to  the  skin.  She  shrieked 
while  the  tube  was  being  removed  rapidly  to  prevent  air  from  rushing 
into  her  chest  cavity.  However,  the  moment  it  was  out,  she  regained 
her  composure  and  expressed  her  relief:  "I'm  glad  that  tube  is  out. 
Now  may  I  go  home  ?" 

During  the  next  2  hours,  Suzie  was  observed  carefully  to  de- 
tect any  untoward  response  to  tube  removal.  The  only  change  was  a 
30  cubic  centimeter  increase  in  chest  drainage.  Rapid  removal  of  one 
tube  causes  weeping  of  the  chest  lining  and  permits  drainage  of 
exudate  which  had  been  trapped  behind  or  around  it. 

During  this  period,  I  discovered  that  the  insertion  of  aspirin 
suppositories  threatened  Suzie's  control  of  her  anal  sphincters.  Her 
fright  was  evident  in  her  shrieks :  "Hold  the  paper  up  to  my  fanny. 
I've  got  to  poo.  Hold  it  there  now.  Hurry !  Put  the  paper  under 
me.  Ouch."  The  next  day  when  she  soiled  the  bed,  she  was  remorse- 
ful. "Get  my  poo.  Clean  me  up !"  she  cried.  There  was  anxiety  in 
her  voice  and  signs  of  mounting  tension.  I  hastened  to  clean  her  to 
relieve  these  uncomfortable  feelings.  I  also  tried  to  help  her  know 
that  I  understood  her  problem  by  saying :  "When  you're  sick,  you  can't 
help  that,  Suzie.  Soon  you'll  be  able  to  ask  for  the  pottie  quickly 
enough.  Now  it  hurts  you  to  sit  on  it,  but  soon  that  won't  happen. 
Then  you  can  use  the  pottie  just  like  you  did  before.  I'm  glad  that 
you  told  me  how  worried  you  were  about  this,  Suzie." 

Removal  of  the  intravenous  needle,  which  changed  the  orders 
for  antibiotics,  also  increased  Suzie's  worries.  Oral  albamycin  (125 
milligrams  three  times  daily)  was  begun,  but  Wycillin  (1.2  million 
units)  had  to  be  given  intramuscularly.  This  meant  that  Suzie  had  to 
undergo  two  intramuscular  injections  twice  daily  instead  of  one.  This 
change  in  treatment  forced  her  to  draw  heavily  on  her  own  resources 
and  to  seek  emotional  replenishment  from  her  environment, 

By  the  fourth  day,  Suzie  was  mobilizing  her  resources  to  master 
her  fear  of  inhalations,  needles,  and  suctioning.  Pondering  over 
Suzie's  behavior  when  I  took  her  temperature  helped  me  to  understand 
the  purpose  of  the  behavior  that  I  am  about  to  describe.  Whenever  I 
prepared  Suzie  for  temperature  taking  on  the  second  day,  she  said, 
"Put  it  in  carefully."  In  an  attempt  to  prevent  waste  of  energy  in 
telling  me  something  that  I  knew  was  important  to  her,  I  used  her 
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words  in  preparation  for  my  actions.  But  this  did  not  lessen  her  need 
to  tell  me  how  to  insert  the  thermometer.  Then  I  realized  that  this 
was  her  way  of  attempting  to  control  the  situation. 

With  a  little  help,  Suzie  moved  quickly  toward  mastery  of  her 
fear  of  needles,  inhalations,  and  suctioning.  "Tell  me  when  you  need 
a  rest,"  I  would  say  as  I  put  the  mask  to  her  face.  At  first  she  shrieked 
loudly,  inflating  her  lungs  more  fully.  The  mask  also  served  as  a 
target  for  her  aggression.  When  her  aggression  was  discharged,  she 
participated.  Each  time  Suzie  signalled  her  need  for  a  rest  by  squeez- 
ing my  hand,  I  then  removed  the  mask  from  her  face,  for  I  knew  that 
mastery  could  be  attained  only  if  she  had  the  means  of  control  in  her 
own  hands. 

The  next  day,  the  orders  to  "Put  just  a  little  bit  in,"  (she  re- 
ferred to  the  medication  used  for  inhalation) ,  "Don't  hold  it  on  too 
long,"  and  "Tell  me  when  it's  over"  became  a  part  of  Suzie's  self- 
devised  inhalation  ritual.  On  the  fourth  day,  she  participated  by 
holding  the  mask  on  her  face.  When  I  asked,  "Shall  I  give  you  a  rest 
from  it  now?"  her  response  showed  progress  in  adaptation :  "No !  Don't 
stop.  Get  it  over  as  fast  as  you  can."  She  continued  to  dislike  inhala- 
tions and  never  hesitated  to  tell  me  so.  In  telling  me  how  she  felt,  she 
protected  herself  from  resignation  and  met  one  of  my  goals  in  her  care. 

Suzie's  progress  in  coping  with  intramuscular  injections  re- 
sulted from  her  own  ingenious  methods  of  finding  ways  to  make  "hypo 
time"  tolerable.  When  she  saw  me  preparing  the  medicine,  she  said, 
"What  are  you  going  to  do?  How  many  must  I  have?"  She  cried 
when  I  said,  "Two."  After  one  injection  was  given,  she  said,  "Wait 
awhile  before  you  give  the  next."  When  an  hour  had  passed,  I  won- 
dered if  I  should  confront  her  with  the  reality  of  the  second  one. 
Awareness  of  Suzie's  strength  in  wanting  to  put  difficult  things  behind 
her  made  me  wait,  but  it  was  not  without  tension  because  I  knew  the 
importance  of  maintaining  a  high  antibiotic  blood  level.  After  her 
bath  when  I  said  that  I  was  going  to  make  her  bed,  my  prediction  that 
I  could  trust  Suzie  to  remember  was  validated.  She  said,  "After  that, 
are  you  going  to  give  me  the  other  shot  ?" 

When  the  second  injection  was  given,  Suzie  added  another  step 
to  her  needle  time  ritual:  "Is  that  all  for  a  long  time?"  she  asked 
on  this  day  and  every  day  subsequently.  "Yes,  Suzie,  it  will  be  a 
long,  long  time  before  you  have  another  one.  It  will  be  dark  before 
you  need  it."  I  pointed  out  the  time  between  injections  to  strengthen 
her  resources  to  meet  dread  and  to  make  it  possible  for  her  to  get  the 
rest  that  she  required. 

On  the  fifth  day,  Suzie  designed  the  final  touches  for  her 
hypo  time  ritual.  After  asking  why  she  had  to  have  two  "prickers," 
she  suggested  that  we  use  adhesive  bandages  at  hypo  time.  She  re- 
moved the  crinoline  and  kept  the  dressing  in  readiness  for  application. 
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She  also  wanted  her  favorite  book  on  her  bed  ready  for  reading. 

With  the  help  of  these  rituals,  Suzie  began  to  trust  herself  to 
deal  with  discomfort.  The  cessation  of  venepunctures  and  tracheal 
suctioning  also  contributed  to  this.  Suzie  coughed  well  and  raised 
mucus  into  her  pharynx.  "I  hear  a  little  croup  in  me,"  she  would  say 
as  I  prepared  her  for  coughing.  "Aren't  you  glad  I  don't  need  my 
throat  tubes  any  more?"  she  said  when  I  told  her  that  her  participation 
had  made  it  possible  to  discontinue  suctioning. 

By  this  time,  Suzie  was  improved  physically.  Her  body  had 
adjusted  well  to  test  periods  out  of  oxygen ;  her  temperature  and  respi- 
ration rates  were  normal ;  and  her  diet  had  been  increased  considerably. 
She  smiled  occasionally  and  made  comments  that  showed  growing 
interest  in  objects  outside  of  herself.  She  wanted  to  play  and  took 
longer  naps  each  day.  Her  questions  revealing  dread  of  needles  were 
confined  to  the  periods  of  the  day  when  she  knew  that  they  were  going 
to  be  given.  Requests  for  position  change  lessened  markedly.  Dan- 
gling, which  was  begun  on  the  sixth  day,  proved  to  Suzie  that  moving 
about  was  less  painful  than  she  had  imagined  it  to  be.  Tolerance  for 
frustration  increased,  coming  near  to  reaching  a  preoperative  level  on 
her  sixth  day. 

But  most  important  of  all,  Suzie  had  regained  hope.  After 
preparation  for  removal  of  the  second  chest  tube  and  Foley  catheter 
from  her  bladder  on  the  fifth  day,  she  mentioned  her  repaired  heart 
for  the  first  time  and  acted  as  if  she  really  believed  that  she  would  go 
home :  "I've  got  a  new  heart  now.  If  I  get  my  tubes  out  today,  I'll 
soon  be  going  home."  When  Mrs.  Lee  arrived  on  this  day,  Suzie 
smiled  at  her  immediately.  This  had  not  happened  before.  Previous- 
ly, she  stared  blankly,  or  glowered  when  her  mother  arrived.  But 
on  this  day,  after  the  last  of  the  drainage  tubes  had  been  removed,  she 
greeted  her  mother  with  spirit.  She  raised  herself  up  in  bed  and 
shouted  excitedly,  "My  'pee  pee'  tube  is  gone  and  so  is  the  other  red 
one." 

Preparing  Suzie  for  stitch  and  electrode  removal  was  begun  on 
the  sixth  day.  It  was  then  that  she  began  to  study  her  wounds  and  the 
stitches  on  her  body  and  to  remove  the  remnants  of  cellophane  from 
her  chest  and  groin  wounds.  Up  until  this  time,  she  had  neither  com- 
plained of  pain  directly  nor  looked  at  her  wounds  or  chest  tubes. 
However,  she  had  expressed  fear  of  pain  whenever  the  washcloth 
went  near  her  stitches.  Fineman  suggests  that  the  focusing  of 
anxiety  on  less  frightening  things  than  the  wound  itself  might  be 
called  "effective  displacement." 9  He  says : 


9  This  phenomenon  was  observed  in  all  the  children  studied.  Only  one  child  complained  of 
wound  pain  and  this  did  not  occur  until  the  seventh  postoperative  day.  All  young  children 
focused  their  anxiety  on  procedures  which  must  have  been  less  painful  than  their  extensive 
wounds. 
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"...  This  phenomenon  .  .  .  can  be  seen  in  practically  every 
child  surgical  patient  as  a  spontaneous,  self-defensive  maneuver. 
Children  will  close  their  minds  away  from  anxiety-laden  areas 
and  focus  their  minds  onto  less  frightening  ones.  A  frequent 
pattern  noted  is  that  in  which  children  with  abdominal  operations 
will  ignore  the  operative  site  and  complain  only  about  such  things 
as  'needles'  or  'IVY.  It  is  usually  only  after  at  least  several  days 
have  passed  and  they  are  well  along  in  recovery  that  they  will 
speak  of  the  abdominal  operation  itself."  10 

Having  observed  Suzie's  courage  to  view  her  wounds,  I  antici- 
pated that  she  might  be  interested  in  learning  how  stitches  and  elec- 
trodes were  removed.  I  wanted  her  to  try  her  hand  at  it  before  stitch 
removal  day  arrived.  I  covered  her  doll's  torso  with  muslin,  put 
stitches  in  the  appropriate  places,  and  fastened  a  button  on  the  chest 
to  represent  the  electrode.  Suzie  watched  with  fascination  as  I 
snipped  stitches  and  pulled  them  and  the  button  out  from  the  muslin 
with  forceps,  talking  while  I  worked :  "The  doctor  just  cuts  the  thread. 
Then  he  pulls  the  stitches  and  the  metal  piece  out."  After  several 
demonstrations,  the  following  conversation  took  place.  First,  Suzie 
talked  of  her  doll,  Sally : 


"Sally  is  laughing  about  having  her  stitches  out. 
See  her  big  laugh  because  she's  going  home.  That's 
why.   That  thing  is  too  tight  on  her." 

"I  think  she's  crying.  She  doesn't  know  that  the 
doctor  will  only  cut  the  thread."  (I  put  the  doll, 
scissors,  and  forceps  beside  Suzie.) 

"No!"  (Suzie  spoke  loudly.  Then  she  bent  her 
head  and  smiled  one  of  her  elegant  smiles  as  her  eyes 
sparkled  gaily.)  "It  tickles  her,  doesn't  it?  It  will 
tickle  me,  too."  (Again  Suzie  laughed.  She  peeked 
into  the  hall  and  changed  the  subject.)  "I  saw  Dr. 
White  who  is  mine.  Dress  Sally.  Dress  her  right  now 
because  she  is  going  home  today."  (She  picked  up  the 
scissors,  cut  a  few  stitches,  and  turned  the  job  back  to 
me.  My  preparation  was  premature.  Suzie  was  not 
ready  to  face  preparation  for  stitch  removal  yet.) 

Removal  of  stitches  on  the  eleventh  day  and  of  the  pacemaker 
electrode  a  week  later  were  painful  and  frightening  experiences  for 


MFineman,  Abraham  D.:  The  Utilization  of  Child  Psychiatry  on  a  Children's  Surgical  Service. 
AMERICAN  JOURNAL  OF  SURGERY,  1958,  95,  64-73  (January). 
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Suzie.  Between  the  time  that  preparation  was  begun  and  the  proce- 
dures were  completed,  Suzie  denied  that  they  had  to  be  done.  Occa- 
sionally, she  asked  if  removal  of  stitches  would  hurt  and  when  it 
would  be  done.  There  were  fewer  questions  about  these  procedures 
than  about  those  which  had  been  done  before. 

Suzie's  cries  through  stitch  and  electrode  removal  were  in  keep- 
ing with  the  pain  and  fear  that  she  endured.  Even  though  novacaine 
was  used,  removal  hurt  because  the  stitches  were  deeply  embedded, 
and  the  underlying  tissue  bled  easily.  The  sight  of  the  needle  used 
to  inject  novacaine  frightened  her.  Her  pupils  dilated.  She  cried. 
Beads  of  perspiration  stood  out  on  her  forehead  and  her  pulse  raced. 
But  she  held  herself  still.  "Tell  me  when  it's  over.  .  .  .  Put  a  bandage 
on  quick,"  Suzie  said  as  the  adhesive  butterflies  (used  to  draw  the 
edges  of  the  wound  together)  were  put  over  several  areas  of  the 
wound.  When  it  was  over,  she  said,  "You'll  still  take  care  of  me, 
won't  you?"  She  also  wanted  assurance  that  I  would  stay  with  her 
until  her  mother  arrived. 

After  the  electrode  and  the  wires  were  removed,  Suzie  had  to 
be  watched  for  signs  of  myocardial  irritation.  Vital  signs  were  taken 
hourly,  and  when  her  temperature  rose  to  101.5°  F.  (38.6°  C),  an 
aspirin  suppository  (.3  gram)  was  used.  When  it  soared  to  102.9°  F. 
(39.5°  C.)  with  accompanying  rise  in  pulse  rate  to  160  beats  per  min- 
ute, an  ice  water  mattress  was  placed  beneath  her.  Throughout  this 
reaction,  her  blood  pressure  did  not  rise  appreciably.  The  next  morn- 
ing, Suzie's  temperature  was  normal,  and  other  signs  of  myocardial 
irritation  had  disappeared. 

On  the  twelfth  day,  after  a  blood  count  and  preparation  for 
a  supportive  blood  transfusion,11  Suzie  regressed  markedly.  It  was 
then  that  she  cuddled  close  in  my  arms.  Before  that  time,  she  could 
not  relax  even  though  she  had  asked  repeatedly  to  be  held.  She  lis- 
tened to  stories  and  watched  the  doorway  as  she  had  on  the  first  day 
that  the  operation  was  scheduled.  She  also  fluctuated  between  trying 
to  make  herself  believe  that  the  transfusion  might  not  be  necessary 
and  asking  questions  about  it.  "Maybe  he  won't  have  to  do  it,"  she 
said  one  minute,  and  the  next  one :  "How  many  times  will  he  have  to 
stick  me?  Will  he  leave  it  in  long?"  I  told  her  that  more  than  one 
insertion  of  the  needle  might  be  necessary,  that  it  would  hurt  when 
the  needle  was  inserted,  but  that  she  would  be  comfortable  again  when 
the  blood  began  to  drip  into  her  body.  "It  will  be  hard  to  lie  still, 
Suzie,  but  your  mother  will  be  here  all  the  time.   When  the  blood  is 


"Suzie's  hemoglobin  level  before  the  blood  transfusion  was  9.2  grams  percent.  The  day 
after  a  transfusion  of  300  cubic  centimeters  of  whole  blood,  her  hemoglobin  was  10.7  grams 
percent,  and  her  red  blood  cell  count  had  risen  from  3.6  million  to  4.04  million. 
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inside  of  you,  you'll  feel  stronger.  Then  it  will  be  more  fun  to  play." 

The  dreaded  intramuscular  injections  were  discontinued  on 
Suzie's  fourteenth  day.  When  streptomycin  was  discontinued  2  days 
before,  Suzie  couldn't  believe  her  good  fortune.  For  many  mornings 
after,  Suzie  greeted  me  with  questions  to  get  assurance  that  her  medi- 
cine would  come  in  the  form  of  pills  (penicillin)  and  fluid  (iron). 

Care  during  meal  periods 

Suzie's  struggle  to  regain  her  autonomy  was  also  pronounced 
at  meal  times.  On  the  afternoon  of  her  third  day  when  her  anxiety 
level  was  highest,  she  began  to  control  the  amount  and  manner  in 
which  she  took  fluids.  In  the  course  of  imbibing  an  ounce,  she  used  a 
straw  and  a  spoon  and  shifted  from  wanting  to  drink  from  a  small  and 
large  glass  to  wanting  fluids  from  a  pitcher.  It  almost  seemed  as  if 
Suzie  were  trying  to  figure  out  whether  she  was  still  a  baby,  a  toddler, 
or  a  4-year-old  child. 

On  the  fourth  day,  Suzie's  fluid  and  energy  requirements  had  to 
be  met  orally.  Each  time  I  offered  her  a  drink,  I  asked  her  what  she 
wanted  to  drink  from.  I  valued  her  ability  to  make  a  choice  and  sur- 
mised that  choosing  would  help  her  to  regain  her  self-esteem  and 
autonomy.  In  most  instances,  she  preferred  fluids  from  a  small  glass 
with  a  straw  and  began  to  tell  me  how  much  she  wanted :  "That's  all," 
or  "One-half  again,"  she  would  say.  A  few  times,  she  took  3  ounces 
at  a  time,  but  most  often  she  stopped  abruptly  after  taking  a  smaller 
quantity. 

The  next  day,  Suzie's  drive  to  control  the  meal  period  was 
intensified.  Early  in  the  morning  when  I  suggested  that  it  was  time 
for  breakfast,  she  said,  "You'd  better  wait  with  chocolate  milk.  I'll 
tell  you  when  I  want  breakfast."  When  I  brought  her  tray,  Suzie 
said  that  she  wanted  to  unpeel  the  egg  and  eat  it  by  herself.  After 
she  unpeel ed  it,  she  wanted  salt.  Then  she  said,  "I'm  tired.  I  need 
a  rest.  I'll  only  eat  what  I  want.  When  I'm  full,  I'll  tell  you.  OK?" 
After  each  bite  she  said,  "I'm  tired."  I  continued  to  feed  her,  say- 
ing, "I'm  going  to  pop  another  bite  in."  I  had  seen  her  mother  doing 
this  and  I  thought  it  might  encourage  her  to  eat  more  now.  After 
finishing  the  egg,  I  offered  milk.  "I  told  you  after  the  egg,  I  was 
going  to  sleep.  Let's  go  to  sleep  now/'  she  said  belligerently.  "Drink 
until  you  make  a  noise,"  I  suggested  to  give  her  a  way  to  feel  power- 
ful. She  used  the  straw  and  smiled  at  me  when  a  noise  told  her  that 
she  had  emptied  the  glass. 

Similar  attempts  to  control  were  also  evident  at  lunch.  When 
I  gave  her  a  bite  of  potatoes  and  meat,  Suzie  stormed,  "I  don't  want 
any.  I'll  only  take  one  bite."  But  she  continued  to  open  her  mouth 
for  food  as  she  verbally  resisted.    "Four  more  bites  after  this,"  I 


said  to  help  her  to  know  my  expectations.  Even  though  she  cried  out, 
"No  more,"  she  opened  her  mouth  and  accepted  food. 

Suzie's  behavior  revealed  conflict.  She  wanted  to  control  and 
to  defend  herself  from  anxiety  and  helplessness.  She  was  rebellious 
because  she  had  many  frustrations,  considerable  anxiety,  and  myriad 
demands  being  made  upon  her.  At  the  same  time,  she  needed  nourish- 
ment to  meet  her  energy  requirements.  Although  she  tried  to  make  me 
believe  that  she  was  not  hungry  and  fought  to  control,  frustrate,  and 
punish  me,  and  to  assert  her  independence,  she  also  wanted  food,  to 
be  fed,  and  to  please  me.  Had  she  not  wanted  food,  she  would  not 
have  opened  her  mouth  to  receive  it.  Nor  would  she  have  passively 
acquiesced  to  my  efforts  to  feed  her  if  she  had  really  wanted  to  do 
it  by  herself.  Her  repeated  question  "OK?"  after  she  had  asserted 
herself  suggested  that  she  wanted  to  know  my  reaction  to  her  mani- 
festo. I  also  felt  that  it  connoted  a  wish  to  please  me. 

Finding  ways  to  support  the  strengths  in  Suzie's  personality 
was  as  important  now  as  it  had  been  previously  and  would  be  during 
the  convalescent  stage  of  the  postoperative  period.  After  becoming 
convinced  that  Suzie  was  hungry,  I  expressed  my  expectations  about 
intake  in  ways  which  would  neither  increase  her  negativism  and  re- 
sistance nor  threaten  her  defenses  against  anxiety  and  helplessness. 
As  I  fed  her,  I  also  watched  for  signs  of  growth  toward  independence 
in  the  feeding  situation. 

Negativism  was  still  apparent  in  Suzie's  behavior  on  the  seventh 
day.  At  breakfast  time,  Suzie  asserted  herself :  "I  don't  want  that" — 
but  like  the  2-year-old  child,  her  behavior  showed  that  she  wanted  me 
to  recognize  her  power  and  to  give  her  the  attention  that  she  craved. 
It  was  done  this  way : 

"I  know  a  little  girl  with  big  brown  eyes  and  long 
lashes.  She  has  two  pony  tails  with  red  ribbons  on 
them.  Now  I'll  pop  spoonful  number  1  into  her 
mouth.  Do  you  know  what?  That  little  girl  opened 
her  mouth  all  by  herself  and  took  the  number  1  spoon- 
ful of  food.  She  chewed  and  chewed  and  chewed! 
And  then  what  do  you  think  happened?  She  swallowed 
it  and  got  herself  ready  for  spoonful  number  2." 

Suzie  chewed  hard,  smiled,  and  focused  directly  on  me.  After 
eating  many  spoonfuls,  self-assertion  reappeared:  "I  doivt  like  apple- 
sauce." "I  know  that  you  don't  like  it  very  well,  but  if  you  thought  [ 
hard,  I'll  bet  you  could  tell  me  a  way  to  fix  it  that  would  make  it  taste 
better."  After  telling  me  to  mix  it  with  cream  and  sugar,  she 
cooperated  again. 

64 


On  the  twelfth  day,  Suzie's  need  to  resist  and  assert  herself  be- 
gan to  disappear.  She  was  ready  to  assume  more  responsibilities  in 
feeding  herself.  On  this  day,  I  filled  the  spoon  and  handed  it  to  her  to 
test  her  response  to  a  change  in  the  mealtime  regimen.  Suzie  not  only 
accepted  the  food  but  she  pointed  out  that  she  had  emptied  the  spoon : 
"Look !  It's  empty.  Fill  it  again."  After  finishing  the  first  serving  as 
she  chatted  about  the  children  in  the  hall,  she  asked  for  seconds  for  the 
first  time  since  her  operation. 

"Do  I  look  tired?" 
"Not  a  bit." 
"I'm  ready  for  more." 
"More  what?" 
"More  meat." 

"Your  plate  is  empty.    I  guess  I  had  better  fill  it 

up." 

"No,  I'll  drink  chocolate  milk.    Then  you  can  get 
me  some  more." 

Suzie's  appetite  did  not  increase  markedly.  Nor  were  meal  pe- 
riods always  as  smooth  as  those  described.  Sometimes,  she  dawdled 
excessively  and  wanted  to  be  fed.  The  dawdling  frustrated  my  goals. 
I  wanted  to  see  a  gain  in  weight  and  hoped  that  I  might  hear  her  say, 
"I'm  hungry." 

During  the  convalescent  stage  of  recovery,  the  meal  service  used 
preoperatively  was  reinstituted.  This  gave  Suzie  an  opportunity  to 
choose,  to  control  her  intake,  and  to  function  independently.  It  also 
resulted  in  a  small  weight  gain. 

Encouragement  during  play  periods 

After  her  operation,  Suzie's  play  was  passive,  but  she  still  as- 
sumed the  mother  role  with  her  dolls.  On  the  third  day,  she  asked 
for  the  doll  that  I  had  dressed  for  her.  She  wanted  it  wrapped  and 
pointed  out  where  she  wanted  it  placed.  She  gave  it  the  close  physi- 
cal contact  that  she  wanted  for  herself.  "Can  I  keep  the  baby  ?  Can 
it  be  mine  ?  This  is  a  boy,"  she  said  as  she  pointed  to  Buster.  "Is 
yours  a  girl  ?"  Without  waiting  for  an  answer,  she  named  the  new  doll 
Betsy. 

Suzie  often  requested  stories  during  her  stay  in  the  hospital. 
The  pictures  were  as  important  to  her  as  the  story.  She  asked  re- 
peatedly for  her  favorite  book,  The  Tale  of  Tom  Kitten,12  and  before 


"Potter,  Beatrix:  THE  TALE  OF  TOM  KITTEN.  New  York:  Frederick  Warne  and 
Company,  1907. 
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3  weeks  had  passed,  she  recited  the  entire  story  by  memory. 

The  Tale  of  Tom  Kitten  was  about  a  cat  who  lost  his  outer  cloth- 
ing. This  book  served  a  purpose  for  Suzie  or  she  would  not  have 
wanted  it  read  repeatedly.  Had  I  not  believed  this,  I  might  have  di- 
verted her  attention  to  other  books.  Even  though  I  tired  of  reading 
it  to  her,  there  were  values  in  this  experience  for  both  of  us.  I,  too, 
had  memorized  the  story  so  I  could  watch  Suzie's  face  as  she  listened, 
and  this  brought  me  closer  to  her  emotionally  and  heightened  my 
understanding  of  her. 

It  was  6  days  before  Suzie  had  energy  enough  to  play  actively 
in  her  quest  for  self-mastery.  I  never  interrupted  her  play  except  for 
examinations.  She  was  free  to  use  the  play  materials  as  she  could  in 
the  small  space  available  to  her  in  the  oxygen  tent.  She  needed  me  | 
during  play  to  protect  her  from  hurting  herself  with  the  needle,  to  set 
limits  if  she  became  too  active  for  her  physical  safety,  and  to  get  the 
props  which  she  needed  for  self-therapy.  I  also  stayed  close  by  to  I 
support  her  with  my  interest  and  to  detect  ways  in  which  I  could  be  of 
further  assistance  to  her  in  digesting  the  fearful  experiences  which 
she  had  been  through. 

Play  with  hospital  equipment  began  after  I  prepared  her  for 
stitch  and  electrode  removal  on  the  sixth  day.  After  she  returned  the 
stitch  scissors  to  me,  she  asked  for  her  doctor's  set  and  dolls.  She  put 
a  mask  on  her  doll's  face,  broke  the  elastic,  and  quickly  asked  for  help 
in  fixing  it.  Then  she  used  a  piece  of  tubing  as  a  pipette  and  pretended 
that  she  was  drawing  blood  from  the  doll's  finger.  "I  am  not  going  to 
give  her  a  shot.  I'm  going  to  wait,"  she  said.  Then  she  pushed  up 
Sally's  sleeve  and  looked  at  her  arm  like  a  doctor  does  before  he  applies 
a  tourniquet.  Then  she  took  the  doll  in  her  arms,  put  a  rattle  near  her 
hand  and  talked  to  it :  "You  didn't  give  me  a  bottle." 

It  was  several  days  before  Suzie  was  able  to  touch  the  hypo- 
dermic syringe.  The  first  thing  she  used  on  the  seventh  day  was  the  ; 
feeding  bottle.  "Put  water  in  it.  I'll  feed  Betsy."  When  she  got 
the  filled  bottle  in  her  hands,  she  changed  her  mind,  very  much  like  she 
did  after  I  had  given  her  milk  from  a  bottle  when  she  requested  it. 
"No !  I'll  give  it  to  her  in  a  glass,  so  get  me  one."  Upon  receiving  the 
glass,  she  poured  water  into  it  and  carried  on  a  monologue  with  her 
doll :  "No,  I'd  better  give  it  to  you  out  of  a  glass.  I  hope  you  don't 
spill  it  out  of  your  mouth." 

Then  Suzie  involved  me  in  her  "coffee  time  play" :  "Now  get  the  i 
dishes  out  to  play  with.  You  get  a  cup.  Here's  a  saucer."  She 
smiled  during  this  play  and  communicated  a  great  deal  of  warmth 
with  her  eyes.  "Make  something  for  her  to  drink,"  she  commanded. 
"I'll  make  eggnog,"  I  said.  Then  I  pretended  that  I  was  adding  nut-  - 
meg,  cream,  and  sugar.  In  pouring  water  into  a  can,  she  spilled  and 
begged  for  more,  just  as  she  had  before  her  operation.    I  told  her  that 
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I  would  get  her  a  rubber  apron  when  she  was  out  of  the  tent  and  that 
she  could  pour  all  she  wanted  to  then.  In  the  interim,  a  towel  was 
used  to  protect  her. 

"Put  some  more  water  in  the  bottle,  now.  I'll  tell  you  when 
I'm  through  with  this  game.  This  game  is  fun !"  Suzie's  joy  radiated 
from  her  sparkling  eyes.  "Get  the  thermos  jug."  She  found  an  egg 
beater  and  beat  up  "coffee  and  eggnog."  "Get  the  red  cup  fast !  The 
pitcher  is  running  over,"  she  said  in  a  shrill,  high-pitched  voice. 
Then  she  heard  her  doctor's  voice  in  the  hallway.  "Is  that  Dr.  Brown  ? 
Is  he  coming  to  stick  me?"  she  asked  fearfully.  She  pushed  the  toys 
from  her,  grew  pensive,  and  stroked  her  lips. 

Suzie's  coffee  time  play  began  after  she  had  lost  her  special 
evening  and  night  nurses  and  I  began  to  leave  her  for  a  coffee  break. 
"Bring  your  coffee  up  here  and  drink  it,"  she  said  when  I  prepared  her 
for  my  leavetaking.  During  this  same  period,  she  needed  reassurance 
again  that  I  would  stay  until  her  mother  arrived.  Occasionally  in  the 
midst  of  her  play,  she  said  things  as :  "I'm  tired  of  waiting  for  my 
mama  to  come.  Get  me  a  baby  sitter  when  you  go  for  lunch.  You  can 
go  when  my  mama  comes."  To  help  her  bear  the  period  of  loneliness, 
her  bed  was  moved  so  that  she  could  watch  for  my  return.  When  I 
returned,  I  often  found  the  play  materials  which  I  had  left  with  her 
on  the  floor.  In  a  few  instances,  I  found  her  engrossed  in  pulling 
cellophane  from  her  chest. 

Courage  to  play  with  the  hypodermic  syringe  and  needle 
appeared  on  Suzie's  eleventh  day  when  dread  of  injections  was  at  a 
high  level  again.    When  I  arrived,  she  said : 

"I  didn't  get  any  shots  last  night.  I  don't  have 
to  have  any  anymore.  I  don't  need  them  anyway, 
do  I?" 

"Yes,  you  do  need  some  more,  Suzie.  Two  this 
morning  and  two  tonight  after  it  gets  dark."  (Suzie's 
face  became  grim.) 

"I  feel  like  spitting  up." 

"I'll  give  them  right  now.  Then  you  won't  have 
to  have  any  more  until  tonight." 

Suzie  cried  bitterly  when  the  injections  were  given  and  could 
hardly  wait  until  the  adhesive  and  gauze  bandages  were  applied. 
After  her  bath,  she  said,  "Let's  play  the  game  again."  (She  referred 
to  play  with  the  case  of  toys.)  First,  she  pulled  out  the  syringe  and 
needle.  Excerpts  from  the  recorded  observations  which  follow  reflect 
Suzie's  concerns,  wishes,  and  feelings,  and  illustrate  her  efforts  to  deal 
with  them.  Her  play  shows  how  much  she  wanted  to  control  her  tears 
but  was  able  to  accept  herself  when  she  could  not  do  so. 
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"I'll  give  shots  to  the  babies.  I  hope  they  don't 
cry."  (Suzie  touched  the  doll  with  the  needle.) 
"There,  that's  all.  Let's  give  her  another.  Give  me 
cotton."  (She  became  lively  and  she  touched  the  doll 
again  and  asked  for  the  needle  cover.)  "Now  give  me 
two  bandages."  (She  took  another  doll.)  "Now  I'll 
give  her  two  shots  like  my  two  shots."  (Then  she  cut 
squares  of  toilet  tissue  and  asked  for  adhesive  tape.) 
"There,  we  have  two  bandages  on  Betsy.  She's  all 
done.  Turn  Betsy  over  so  I  can  'ah'  her."  (She  took 
a  tongue  blade  and  put  it  on  the  doll's  lips.)  "Say 
'ah,'  Betsy!  These  sticker  things  are  real,  aren't  they? 
Now  put  her  on  the  chair.  She's  going  home  today." 
(She  took  Sally  next.)  "Give  me  more  cotton.  Put 
more  medicine  in  the  shot  thing.  I'll  bet  this  one  won't 
hurt  her.  One  more  shot.  I  already  gave  her  one." 
(She  stuck  the  doll.)  "Now  give  me  a  bandage.  She 
must  have  two  of  them.  That's  all  for  her.  Now  Eliza- 
beth! Give  me  more  medicine  for  Elizabeth.  I  hope 
she  doesn't  cry,  but  she  will!  I  know  she  will! "  (Suzie 
also  reveled  in  squirting  water  from  a  syringe  onto  a 
towel  hung  over  the  side  of  her  bed.) 

After  putting  a  dressing  on  Sally's  head,  Suzie  gave  injections 

again. 

"I'm  going  to  do  one  on  your  arm  like  Dr.  Brown 
did  to  me."  (She  put  the  needle  at  the  inner  aspect 
of  the  doll's  arm.)  "Can  I  put  it  into  her?"  (She 
jabbed  the  needle  into  the  doll.)  "Let  me  do  it  once 
more,  honey."  (She  put  in  the  needle.)  "All  done! 
That  didn't  hurt,  did  it?  It's  all  done,  honey.  Those 
kids  don't  need  bandages.  No  blood  is  coming  out  of 
them.  They  just  need  rubbing."  (She  talked  crossly  to 
Buster.)  "You've  got  to  get  a  shot.  I  mean  it.  Right 
down  your  arm.  I'll  do  it  slowly.  Pretty  soon,  it  will 
be  over.  That  wasn't  so  bad,  was  it?  Now  there  is  only 
the  mother  and  father  doll  yet  to  do.  Where  did  the 
mother  doll  go?  I'll  give  her  a  shot  next.  Right  on 
the  face!"  (She  laughed  loudly.  Then,  with  a  violent 
thrust  of  her  hand,  she  put  the  needle  into  the  doll's 
face.  Next,  she  used  the  father  doll.  When  she  had 
given  him  a  shot,  she  spied  another  one.)  "That  kid 
sure  needs  one."  (Then  she  dropped  the  syringe  in 
the  case.)    "Now  let's  play  eggbeater." 

After  making  eggnogs,  Suzie  wanted  to  write.    I  surmised  that 
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she  had  been  watching  me  jotting  down  notes  and  wanted  to  do  like- 
wise. Upon  my  return  from  the  telephone,  I  found  the  paper  covered 
with  red  crayon  marks  on  the  floor,  and  she  was  busily  trying  to  cut 
her  fingernails.  Then,  she  began  a  new  kind  of  play  which  sustained 
her  interest  for  long  periods  each  day.  After  having  her  blood  pres- 
sure taken,  she  wanted  to  play  with  the  stethoscope  and  the  sphygmo- 
manometer (blood  pressure).  She  wound  the  cuff  around  Sally's  leg 
and  put  the  stethoscope  in  her  ears.  "I'll  check  my  children.  Get 
them  for  me."  She  chuckled  when  she  learned  how  to  make  the  mer- 
cury rise  in  the  glass  tubing  and  then  disappear. 

When  I  left  her  to  have  my  lunch,  after  having  first  prepared 
her  for  my  leavetaking,  she  wanted  this  equipment  left  with  her.  I 
never  permitted  play  with  the  sphygmomanometer  except  when  I 
was  with  her  for  fear  that  the  mercury  tube  might  break.  But  it  was 
safe  to  leave  the  stethoscope  with  her  in  my  absence. 

On  the  day  after  Suzie's  stitches  were  removed  (eleventh  day) 
and  for  several  days  thereafter,  she  played  doctor  to  her  dolls  while  she 
sat  at  a  small  table.  When  I  looked  for  her  doll,  Elizabeth,  and  could 
not  find  it,  Suzie  said  : 


"Oh,  she  went  home  because  she  had  her  stitches 
out.  Let's  take  the  stitches  out  of  Donna  and  Doris 
today." 

"Donna  and  Doris?" 

"Yes,  mama  brought  them  from  home  yesterday. 
Betsy  hasn't  gone  home  yet.  When  Betsy  goes,  I'm 
going,  too."  (When  the  dolls  were  prepared  for  stitch 
removal,  Suzie  began  to  play.)  "Donna,  we  won't  stick 
you.  We'll  take  your  stitches  out.  Then  you'll  go 
home  again.  She's  crying.  She  doesn't  know  what 
we're  going  to  do."  (She  stood  a  moment  and  then  sat 
down.)  "Look,  I'm  standing!  Isn't  that  good?  I'll 
have  to  tell  mama.  She'll  be  glad.  Aren't  you  glad 
I  can  stand  up?    I  can  walk  a  little,  too." 

"Yes,  soon  you'll  be  walking  just  like  you  used  to 

do." 

"Go  get  the  tape.  I  want  to  make  butterflies.  It 
hurts  to  get  stitches  out.  There,  honey,  we've  only  got 
two  more.  Nurse,  can  you  hold  her  hands  up?  Re- 
member how  that  doctor  pulled  and  pulled  out  my 
stitches?" 

"Yes,  I  remember.  It  hurt  to  have  them  out.  If  I 
had  known  that  it  would  hurt  so  much,  I  would  have 
told  you." 

"We're  not  going  to  look  in  the  hall  because  we're 
too  busy.    I'll  just  pull  it  this  way.    She's  not  sup- 
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posed  to  cry.    Pull  the  cloth  down  while  I  cut.  She 
shouldn't  look.    Next  we'll  do  Buster.    You  get  Doris 
ready,  too."    While  doing  Doris,  she  said,  "Doris  isn't 
crying,  but  she's  mad,  though,  very  mad." 
"I'll  bet  she's  mad." 

"We  forgot  to  put  butterflies  on.  They're  almost 
out."  (She  almost  sang  these  words.)  "I'll  put  tape 
around  her.  We're  almost  done  with  her."  (She 
looked  up  at  me.)    "Isn't  she  glad?" 

"Oh,  so  glad,  because  she  wants  to  go  home  to  her 
mommy  and  daddy." 

Table  3  summarizes  the  sequence  of  behavioral  changes  in  Suzie 
and  significant  events  during  the  postoperative  period. 


The  Nurse  Supports  Suzie  in  Her  Struggle  for  Initiative  ji 
During  Convalescence 

Convalescence  is  a  transitional  period  marking  the  child's  prog- 1 
reSs  from  a  state  of  debility  and  helplessness  to  one  of  physical  recov-  \i 
ery.  It  provides  energy  for  further  assimilation  of  anxiety-provoking  1 
experiences.  Usually  this  period  is  a  more  comfortable  time  for  theV 
child.  Treatments  have  lessened  and  pain  has  subsided.  Mobility  is  (j 
unrestricted  and  a  variety  of  play  activity  with  other  children  is  avail- 
able. Even  so,  the  period  of  waiting  to  go  home  poses  problems  for 
the  child. 

The  child  who  has  regained  his  physical  strength,  trust,  and  j 
autonomy,  and  reestablished  his  identity  during  earlier  stages  of  the  i 
postoperative  period  is  ready  to  tackle  another  problem  in  develop- s 
ment.  He  signals  his  wish  to  do  more  for  himself.  He  becomes  will-i 
ing  to  share  his  nurse  with  other  children.  He  wants  to  move  from  his 
room  to  explore  independently  and  to  use  his  initiative  in  play  with 
others. 

When  the  nurse  makes  use  of  the  child's  readiness  for  new  ex- 
periences, she  assures  him  that  his  movement  toward  independence  is 
accepted.  This  is  done  by  encouraging  his  initiative  in  finding  in- 
terests outside  of  himself — by  planning  activities  which  help  him  to 
regain  his  self-esteem,  to  master  his  environment,  and  to  become  pre-  J 
pared  to  resume  group  life  at  home. 

It  is  simpler  to  keep  the  child's  hope  of  going  home  alive  when 
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Table  3 

SEQUENCE  OF  BEHAVIORAL  CHANGE  AND  SIGNIFICANT  EVENTS 


postoperative  day 


Evening  of  day 
of  operation. 
1  

3  


behavior  and  events 


Massive  regression  predominant  behavior  (Stage    1).  Twice 

daily  intramuscular  injections  of  streptomycin  begun. 
Intravenous  needle  from  leg  vein  removed. 
Oral  fluids  begun. 

Assertion  of  oral  dependent  longings  (Stage  2)  appear  and  remain 
predominant  during  the  next  2  days.  One  chest  tube  and 
needle  from  arm  vein  removed.  Full  liquid  diet  and  oral 
albamycin  begun.  Twice  daily  intramuscular  injections  of 
Wycillin  begun.    First  interest  in  toys  observed. 

Signs  of  struggle  to  regain  autonomy  appear  (Stage  3). 

Foley  catheter  and  second  chest  tube  removed.  Out  of  oxygen 
for  test  periods.    Diet  increased.    Hopefullness  regained. 

Conscious  awareness  of  wounds  and  stitches  observed  for  the 
first  time.  Marked  dependence  replaced  with  self-asser- 
tiveness. 

Symptoms  of  heart  block  disappear.  Early  morning  soiling 
observed  for  first  time. 

To  X-ray  department  on  cart.    Sat  on  nurse's  lap  for  first  lime. 

Out  of  oxygen  tent  except  for  periods  of  sleep. 

Up  in  wheel  chair  for  the  first  time.  Removal  of  insulated 
cord  connecting  electrode  and  pacemaker. 

Stiiches  removed.  Courage  to  take  an  active  role  in  play  with 
hypodermic  syringe  and  needle  appears  for  first  time. 

Intramuscular  injections  of  streptomycin  discontinued.  Trans- 
fusion of  300  cc.  of  whole  blood. 

Stood  up  for  the  first  time. 

Convalescence  begins  with  signs  of  struggle  to  regain  her  initiative 
(Stage  4).  Intramuscular  injections  of  Wycillin  replaced 
with  oral  penicillin.    Interest  in  self-care  observed. 

Walked  in  room. 

Myocardial  wire  and  pacemaker  electrode  removed.  Complete 

control  of  rectal  and  ureteral  sphincters  attained. 
Play  outside  room  begun. 
Discharged  home. 


his  parents  are  frequent  visitors  in  the  ward  and  share  in  planning  and 
providing  convalescent  care.  By  encouraging  the  child's  conversation 
about  home,  the  nurse  assists  him  in  maintaining  his  hope  of  leaving 
the  hospital.  The  child  is  also  benefitted  when  signs  of  progress  are 
shared  with  him ;  he  learns  that  this  means  his  hospitalization  is  com- 
ing to  an  end. 


Preparing  Suzie  for  readjustment  to  family  living 

Suzie  became  interested  in  achieving  independence  on  her  four- 
teenth day  after  the  operation.  This  was  the  first  day  that  she  did  not 
have  to  have  any  intramuscular  injections.  She  expressed  her  joy  dur- 
ing breakfast :  "No  more  shots !    Oh,  I'm  so  glad !"   When  her  bath 
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equipment  was  assembled,  she  half  sung,  "I'll  do  it  all  by  myself.  I'll 
put  the  pillow  case  on  and  help  you  make  the  bed."  She  soaped  herself 
and  wanted  to  rub  "smelly  cream"  on  her  chest.  The  doctor  had 
wanted  the  adhesive  butterflies  removed  from  her  wound,  but  Suzie's 
fear  made  me  postpone  it.  I  hoped  that  she  would  want  to  take  them 
off  independently. 


"Try  pulling  at  the  edges  of  the  butterflies,  honey." 
"No,  we'll  do  it  tomorrow." 

"Remember,  Dr.  Johnson  wanted  you  to  get  them 
off  today." 

Suzie  was  pleased  with  herself  when  she  succeeded  in  removing 
a  butterfly.  When  the  second  one  came  off,  she  said,  "It  didn't  hurt. 
I'm  so  glad.  I'll  wash  my  feet  and  then  I'll  take  the  other  one  off." 
As  Suzie  became  more  proficient  at  bathing  herself,  she  anticipated  the 
time  when  she  would  go  home : 


"When  I  can  walk,  I'll  go  home.  That  won't  be 
long,  will  it?" 

"No,  it  won't  be  long,  Suzie.  It  will  probably 
seem  like  a  long  time  to  you,  but  you  will  go  home. 
Just  think  how  much  better  you  feel  today.  Last  week, 
you  didn't  want  to  bathe  yourself.  First,  you  will  go 
in  a  wheel  chair.  [Then  you'll  walk  and  go  to  the  play- 
room. When  that  time  comes,  Dr.  Brown  will  say, 
'Suzie  is  well  enough  to  go  home.'  " 

During  bath  time,  Suzie  seemed  less  preoccupied  with  fear  of 
spilling  than  she  had  been  before  her  operation ;  she  not  only  poured 
but  she  also  made  puddles. 

Tub  baths  were  resumed  on  the  twenty-fourth  day  much  to 
Suzie's  delight.  She  bathed  her  dolls,  talked  about  her  wounds,  and 
protected  herself  from  fear  of  pain :  "When  you  wash  my  back,  be  care- 
ful and  don't  touch  my  hurts." 

One  of  my  goals  during  convalescence  was  to  help  Suzie  re- 
establish her  independence  in  toileting.  With  the  resumption  of  bowel 
activity,  keeping  clean  was  important  to  Suzie.  When  I  stepped 
off  the  elevator  on  her  sixth  day,  I  heard  her  calling  the  nurse.  She 
had  a  bowel  movement  immediately  after  she  was  on  the  bedpan.  For 
many  mornings  thereafter,  I  found  that  she  had  soiled  her  pajamas 
with  urine  or  feces  and  felt  humiliated.   Sometimes  she  wanted  to  be 
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changed  immediately,  but  more  often  she  tried  to  hide  her  soiling. 
She  was  quieter  than  usual  as  she  lay  fingering  her  lips.  When  I  was 
with  her,  she  always  asked  for  the  pan  when  she  needed  it,  but  I  noticed 
that  she  could  not  control  her  sphincters  as  well  as  she  had  before  her 
operation.  For  a  few  days,  her  stools  were  unusually  soft  and  she  had 
more  than  usual. 

On  the  seventeenth  day  when  I  was  continuing  to  find  Suzie's 
pajamas  soiled  occasionally,  I  learned  that  Mrs.  Lee  was  not  concerned 
about  it  when  it  occurred  during  her  visits:  "It  makes  no  difference 
to  me  if  she  wets.  I'll  probably  have  messing  when  she  goes  home. 
Why  no  let  it  go  ?  It  will  straighten  out."  I  pointed  out  that  Suzie 
had  valued  cleanliness  and  wanted  help  to  control  her  sphincters 
after  her  operation.  Therefore,  I  felt  sure  that  she  could  regain 
control  now  if  the  strengths  in  her  personality  were  supported.  With 
help,  Mrs.  Lee  could  see  the  disadvantages  of  postponing  learning. 
When  we  returned  to  Suzie's  room  together,  I  said,  "Suzie,  when 
you  need  the  bedpan,  tell  your  mommy.  She'll  get  it  for  you  quickly. 
If  she  isn't  here,  call  the  nurse  loudly  so  that  she  will  know  that  you 
are  in  a  hurry." 

During  the  next  2  days,  Suzie's  behavior  proved  that  she  was 
ready  for  help  in  regaining  control.  When  I  brought  a  pottie  chair 
into  her  room,  there  was  joyful  excitement  in  her  voice  as  she  asked, 
"Is  that  for  me?  Can  I  use  it  now?  It's  like  a  baby's  pottie.  Put 
it  there  so  I  can  use  it."  During  breakfast,  she  wanted  to  use  the 
chair.  Her  next  question  revealed  her  wish  to  meet  my  expectations : 
"When  am  I  supposed  to  use  the  bed  pan,  or  can  I  always  use  the  baby 
chair?"  When  she  used  the  chair  independently  the  next  day,  she 
evaluated  the  support  which  was  provided.  Proudly  she  said,  "I'll 
tell  mamma  when  I  have  to  go  to  the  pottie,  too."  Then  Suzie's  prob- 
lem in  sphincter  control  became  resolved. 

Helping  Suzie  share  me  with  other  children  was  another  goal 
of  nursing  care  during  her  convalescence.  When  I  first  tested  her 
readiness  to  be  alone  while  I  cared  for  a  baby  in  the  adjoining  room, 
she  was  resentful.  On  Suzie's  tenth  day  when  she  reacted  to  the 
baby's  crying,  I  said,  "That  baby  sounds  as  if  he  wants  his  mother. 
I'll  go  and  see  what  I  can  do  for  him."  Suzie  became  silent  and  looked 
saddened.  An  hour  later,  after  I  had  spent  15  minutes  with  the  baby, 
Jed,  she  was  still  troubled.  Had  my  care  of  the  baby  made  her  jealous  ? 
Or  did  loneliness  during  my  absence  stir  up  feelings  about  separation 
from  her  mother  ? 

Suzie  knew  that  a  dressing  on  an  unhealed  wound  was  to  be 
changed  that  day.  Was  this  the  source  of  her  worry  ?  Because  I  knew 
that  sharing  troubles  reduces  tension  and  would  give  me  help  in  under- 
standing the  meaning  of  Suzie's  behavior,  I  sought  to  get  answers  to 
the  questions  that  were  running  through  my  mind.  When  Dr.  Brown 
entered  the  room,  I  said,  "I  think  Suzie  is  worried  about  the  dressing 
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on  her  wound.  She  knows  that  it  must  come  off  today."  Then  Suzie 
told  me  what  she  was  distressful  about.  Angrily  she  said,  "No,  I 
want  you  to  stay  here  if  that  baby  isn't  yelling  anymore.  He's  not 
yelling  now."  She  not  only  shared  her  worry  with  me  but  she  dis- 
charged her  anger  as  well. 

"I  won't  go  to  Jed  if  he's  quiet,  and  not  before  I 
read  to  you.  You  can  ring  the  bell  I  gave  you  to  use. 
I'll  not  be  far  away  and  I'll  come  the  minute  I  hear  you 
ring." 

"But  I  want  you  to  stay  here."  (Suzie's  words 
showed  that  she  could  tolerate  my  leaving  only  if  she 
knew  that  the  baby  really  needed  help.) 

The  next  time  that  Jed  cried,  I  said,  "Let's  go  and  see  what's 
troubling  him."  When  we  arrived  within  sight  of  Jed,  I  asked,  "What 
do  you  suppose  he  needs?"  Suzie  thought  that  he  might  be  hungry. 
After  telling  her  about  Jed's  illness,  I  said  that  I  would  feed  him  if 
he  were  hungry.  Before  I  got  Suzie  back  on  her  bed,  she  made  sure 
that  I  would  return  as  soon  as  Jed  was  quiet  again.  In  taking  Suzie 
where  she  could  see  J ed,  I  hoped  that  she  would  gain  interest  in  him 
and  become  a  participant  in  his  care  rather  than  a  passive  bystander. 

On  the  seventeenth  day,  Suzie  talked  to  and  played  with  other 
children.  Liza,  a  3-year-old  child  who  had  just  recovered  from  a  head 
injury,  was  roaming  about  the  hall  when  I  invited  her  in  to  play  with 
Suzie.  Suzie  handled  her  doll  gently  as  Liza  investigated  some  of 
Suzie's  play  materials.  Then  Liza  found  some  stamps  with  pictures  of 
animals  on  them.  When  I  tested  Suzie's  willingness  to  share  some  of 
the  stamps  with  Liza,  she  said,  "She  can  have  three,  not  all  of  them, 
only  three." 

Before  Suzie  became  ready  to  share  her  nurse  with  others,  she 
tested  my  response  to  her  needs  when  another  child  was  there.  She 
wanted  to  sit  on  my  lap  for  a  story  and  cuddled  more  closely  than 
usual.   Only  then  was  she  able  to  give  Liza  a  turn  on  my  lap. 

"Let's  give  Liza  a  turn  now.  Then  it  will  be  your 
turn  again."  (In  using  the  word  "Let's,"  I  hoped  that 
Suzie  would  feel  a  part  of  the  sharing  and  be  less  wor- 
ried about  getting  her  share.) 

"Is  that  the  way  it  will  always  be?" 

"Yes,  there  will  always  be  a  turn  for  you  as  well  as 
for  other  children." 

When  a  technician  arrived  and  wanted  Liza  taken  to  her  room 
for  a  test,  Suzie  neither  resisted  nor  asked  to  join  us  when  I  said  that 
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I  would  go  and  help  Liza.  When  we  returned  to  her  room,  Suzie  asked 
the  reason  for  the  blood  test  and  seemed  pleased  when  I  said,  "Let's 
invite  Liza  to  have  lunch  with  you  here  in  your  room." 

After  lunch,  Suzie  invited  Liza  to  rest  in  her  room  with  her. 
When  Liza  could  not  be  persuaded  to  get  on  to  a  bed  that  I  had  moved 
into  the  room,  I  held  her  while  Suzie  rested,  but  I  looked  up  at  Suzie 
at  the  end  of  each  sentence  that  I  read.  This  display  of  interest  satis- 
fied Suzie.  When  Liza's  mother  came  to  take  her  home,  Suzie  watched 
intently  and  talked  of  the  day  when  she  would  go  home. 

In  addition,  Suzie  was  able  to  share  her  nurse  with  6-year-old 
Ned  and  5-year-old  Karen  at  meal  times  and  during  play  periods. 
When  I  first  prepared  them  for  my  leaving,  Suzie  said,  "Are  you  going 
to  come  back  and  stay  with  me  ?"  When  I  thought  that  she  needed  me 
close  by,  I  remained  with  her  or  separated  myself  for  only  a  short  time. 
I  always  told  her  when  she  could  expect  me  back  or  where  she  could 
find  me.  As  soon  as  Suzie  became  well  acquainted  with  Ned,  she  left 
me  to  go  to  play  with  him.  When  Ned's  teacher  took  him  for  school 
work,  Suzie  showed  her  need  for  playmates  as  well  as  for  a  nurse: 
"Will  he  come  back?  We  hate  it  all  alone  without  company,  don't 
we?"  She  was  crestfallen  when  Ned  preferred  to  stay  in  his  room  for 
rest  hour. 

Ned,  Karen,  and  Suzie  played  with  hospital  equipment  the  most. 
Ned  had  had  a  lobe  of  one  lung  removed  and  was  dreading  having  his 
stitches  removed.  Karen  was  convalescing  from  pneumonia.  Ex- 
cerpts from  the  recorded  observations  on  Suzie's  twenty-fifth  day  il- 
lustrate the  children's  behavior  at  play  time.  Suzie  wanted  her  doll, 
Nanny,  fixed  for  stitch  removal.  When  the  doll  was  ready,  Suzie 
picked  it  up  and  said,  "She's  scared.  She  thinks  that  it  will  hurt  her. 
IH  give  her  a  shot  first."  She  turned  to  Ned:  "See,  honey,  she  needs 
it."  After  the  injection  was  given,  Suzie  watched  Ned  as  he  gave  one. 
Then  her  interest  shifted  to  the  window  washer.  As  usual,  Suzie 
questioned  me  about  the  activity  of  hospital  personnel. 

Ned:  "She  wants  to  know  everything!" 
Nurse:  "That's  the  way  she  learns." 
Karen:  (She  gave  an  injection  to  Suzie's  doll.) 
Suzie:  "It  bleeded.    Your  shot  Weeded.    She'll  cry 

when  she  gets  one  in  her  fanny." 
Ned:  "I  know  why  they  don't  let  mamas  in  the  room 
when  there's  blood.  Mamas  can't  stand  to  look 
at  blood.  Miss  Jones  told  me  that  they  couldn't 
see  it."  Then  Ned  looked  at  me  and  said,  "Will 
it  hurt  when  my  stitches  come  out?" 
Nurse:  "Yes,  Ned,  it  will  hurt  a  little.  I'll  show  you 
how  the  doctor  does  it.  It  feels  like  mosquito 
bites." 
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Ned:  "I  get  scared  when  you  say  mosquito  bites.  The 
nurses  say  that's  the  way  shots  feel." 
^Nurse:  "Of  course,  you  get  scared  because  shots  hurt. 

Both  the  doctor  and  I  will  help  you  when  it's 
time  for  your  stitches  to  come  out.  You  can 
hold  my  hand  tightly  and  I'll  tell  you  a  story 
while  Dr.  Johnson  cuts  the  thread  and  pulls  the 
stitches  out." 

Suzie:  "Will  you  cry  when  they  take  the  stitches  out?  " 
(Suzie  had  often  asked  Ned  if  he  cried  when  he 
got  "prickers."  In  most  instances,  he  changed 
the  subject  and  withdrew  from  her  as  he  did  on 
this  day.) 

Ned:  "What  if  the  doctor  makes  a  mistake  and  cuts 
me?" 

Nurse:  "He  won't  make  a  mistake,  Ned.    He  would 
never  cut  anything  important  like  your  skin. 
He  only  cuts  the  thread.    That's  what  stitches 
are  made  of."  13 
Ned:  (His  eyes  were  glued  on  Suzie  as  she  snipped 
stitches  and  pulled  them  out  of  the  muslin  en- 
circling the  doll.) 
Suzie:  (She  gave  the  doll  injections.)    "OK,  honey, 
we're  done  now.    Only  two  more  stickers." 
(Then  her  thoughts  must  have  turned  to  food.) 
"I  wish  dinner  was  ready." 
Nurse:  "What  would  you  like  for  dinner,  honey?" 
Suzie:  "A  hot  dog  and  potato  chips." 
Nurse:  "What  made  you  think  of  those  things? " 
Suzie:  "Because  I'm  having  a  dream  about  them." 


Taking  leave  of  the  hospital 

When  Suzie  learned  that  she  actually  could  go  home  (4  weeks 
after  operation) ,  her  feelings  about  the  hospital  poured  forth  volubly : 
"I  can  go  home?    Then  I'll  never  have  to  see  this  place  again,  except 


M  Ned's  contact  with  Suzie  might  not  have  ended  abruptly  if  this  situation  had  been  handled 
more  thoughtfully.  After  observing  Ned's  behavior  during  stitch  removal,  I  studied  my 
recording  of  this  play  period.  Ned  cringed,  withdrew  his  hand  from  his  nurse's  hand,  and 
cried  when  the  doctor  reached  for  the  scissors.  On  studying  my  notes,  I  found  ways  in  which 
I  could  have  been  more  helpful  to  Ned  and  indirectly  to  Suzie  as  well.  If  I  had  encouraged 
Ned  to  tell  me  more  about  his  fear,  his  tension  might  have  been  reduced,  making  it  possible 
for  him  to  join  in  with  Suzie's  play.  Questions  like  the  following  might  have  kept  the  subject 
open:  "What  kind  of  mistake  could  he  make?"  or  "How  do  you  suppose  the  doctor  removes 
stitches?" 

Instead  of  helping  Ned  to  express  his  fears,  I  told  him  that  the  doctor  would  not  cut 
anything  important  like  his  skin.  Ned  knew  that  the  doctor  had  already  removed  a  lobe  of  his 
lung.  My  words  may  have  increased  his  worry  lest  he  be  cut  again.  My  action  might 
have  been  more  helpful  if  I  had  increased  Ned's  understanding  of  how  doctors  made  stitch 
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for  checkups."  During  lunch,  going  home  was  very  much  on  her 
mind :  "Oh,  I'm  so  glad  I'm  going  home.  You  can  come  to  help  Dr. 
Brown  when  I  have  checkups." 

Suzie  cuddled  close  to  me  during  the  story  before  rest  hour.  She 
brought  her  face  close  to  mine  and  relaxed.  Then  she  interrupted  the 
story : 


"When  are  you  going  to  call  my  mother  to  bring 
my  clothes?" 

"Miss  Jones  has  already  done  it." 

"Oh,  I'm  so  glad  I'm  going  home." 

"Why  are  you  glad,  Suzie?" 

"Because  I  like  my  home  best,  mostly." 

"Of  course,  you  do,  Suzie.  I'm  happy  you're  going 
home,  too." 


When  Suzie  awakened  from  her  nap,  she  asked  if  her  mother 
had  been  called. 


"Yes,  your  mother  wasn't  home  but  your  grand- 
mother said  that  she  would  bring  your  clothes  as  soon 
as  your  sister  awakened  from  her  nap.  Your  mommy 
must  be  on  her  way  now." 

"I'll  never  see  this  place  again.  Does  Dr.  Brown 
think  I  stayed  here  long  enough  to  go  home?" 

"Yes,  he  does.  He  knows  that  you  are  better  and 
ready  to  go  home." 

"You'll  never  have  to  take  my  temperature  again 
because  I'll  be  home  for  Christmas.  Is  my  mama  happy 
already?" 

"She  doesn't  know  that  you  can  go  home.  You'll 
have  to  tell  her." 

"Was  my  grandma  happy  because  I'm  going 
home?" 

"Yes,  so  very  happy." 

"Did  she  smile?  Oh,  I'm  so  glad.  I  don't  know 
if  I  can  carry  everything.    I'm  going  to  put  my  leotards 


removal  as  painless  as  possible.  If  I  had  shown  him  how  the  blunt  end  of  the  scissors  is  used 
to  raise  stitches  from  the  skin  before  cutting,  he  might  have  been  sufficiently  relieved  of  fear 
to  join  Suzie  in  her  play.  Then  he  would  have  been  better  prepared  to  face  the  ordeal  fear- 
lessly. More  importantly,  participation  in  Suzie's  play  might  have  prevented  tears  and  pre- 
served Ned's  self-esteem.  Had  he  not  been  ashamed  of  crying  during  treatments,  he  would 
not  have  withdrawn  from  Suzie  whenever  she  questioned  him  about  his  behavior  when  he  had 
"prickers." 
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on  by  myself.  It's  not  raining  out  today.  My  mama 
will  love  me  and  hug  me  and  put  me  in  the  car.  When 
is  grandma  coming?  Will  you  help  me  put  my  leotards 
on?    I  went  to  sleep  all  by  myself.    Didn't  you  help 

me?" 

"Not  much,  Suzie.  You  did  it  mostly  by  your- 
self." 


When  Suzie  met  her  mother  in  the  hallway,  she  squealed  with 
delight,  "I  can  go  home  today."  Mrs.  Lee,  who  had  not  yet  learned  of 
Suzie's  discharge,  was  as  excited  as  her  daughter.  "Why  didn't  they 
call  me?"  she  asked  as  she  lifted  Suzie  into  her  arms. 


"We  called  several  times  but  could  not  reach  you. 
Your  mother  is  coming  with  Suzie's  clothes  when  Deb- 
bie awakens.    Is  that  all  right?  " 

"Of  course,  it's  all  right.  I'm  thrilled  pink." 
(Mrs.  Lee's  face  was  radiant.)  "I  hope  mother  brings 
Debbie.    I  want  you  to  see  her." 

(Then  Suzie  got  her  mother's  attention.)  "Don't 
you  think  we  should  have  some  thanksgiving  tonight?" 
(Suzie's  eyes  sparkled  as  she  chatted.) 

Before  Suzie's  grandmother  arrived,  Mrs.  Lee  talked  with  the 
doctor  to  get  instructions  for  home  care,  clinic  appointments,  and  a 
resume  of  Suzie's  progress  in  the  hospital.  Suzie's  activity  was  to  be 
unrestricted.  She  was  to  have  penicillin  (125  milligrams)  twice  daily 
and  iron  (.3  cubic  centimeters)  three  times  daily. 

During  the  past  2  weeks,  Mrs.  Lee  and  I  had  talked  about 
Suzie's  reactions  to  the  meal,  rest,  and  play  periods  which  had  been 
instituted  during  convalescence.  Mrs.  Lee  recalled  Suzie's  behavior 
after  other  periods  of  hospitalization.  She  expected  that  Suzie  might 
be  more  demanding  on  returning  home  and  need  more  help  than  most 
children  in  adapting  to  new  situations,  for  example,  kindergarten. 
Mrs.  Lee  was  confident  of  her  ability  to  handle  these  kinds  of  problems, 
but  she  was  worried  lest  Suzie  get  croup  during  the  ensuing  months. 

When  Suzie's  grandmother  arrived,  there  was  a  look  of  adora- 
tion on  Debbie's  face  as  she  reached  out  to  stroke  her  sister  on  the 
arm  and  said,  "My  Suzie."  Suzie  strutted  down  the  hall  in  the  new 
dress  that  her  grandmother  had  brought  to  her  and  told  everyone 
she  met  that  she  was  going  home.  On  the  way  to  the  family  car, 
Suzie  ignored  me  and  talked  about  what  she  was  going  to  do  at  home : 
"When  I  get  home,  I'll  change  my  dress  and  play  with  Debbie."  At 
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the  door,  Suzie  spoke  to  me  for  the  first  time  since  her  grandmother's 
arrival :  "You'd  better  put  your  coat  on,  Miss  Blake,  or  you'll  get  the 
croup." 

Mrs.  Lee  told  her  mother  that  she  would  put  the  children  in  the 
back  seat  and  sit  with  them  there.  After  putting  the  children  in,  Mrs. 
Lee  shut  the  door  and  talked  with  me.  Suzie  sat  close  to  Debbie  and 
cast  her  eyes  out  of  the  window  on  the  opposite  side  of  the  car — away 
from  me.  "Aren't  you  getting  in  here  ?"  I  asked,  as  I  opened  the  door 
for  Mrs.  Lee.  She  looked  startled,  shook  hands  with  me  again,  and 
said.  "Oh,  I  guess  I  wanted  to  stay  here  with  you." 
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Chapter  5 


EPILOGUE 


SUZIE'S  PAKENTS  brought  her  in  for  a  clinic  examination  6  weeks- 
after  discharge  from  the  hospital.  She  waved  shyly  when  she  saw  me 
some  distance  from  her.  However,  as  she  proceeded  down  the  corridor 
toward  me,  I  noticed  that  she  became  pale,  her  respirations  quickened, 
and  she  began  to  finger  her  lips.  Mrs.  Lee  took  Suzie  on  her  lap  and 
held  her  closely  when  they  arrived  in  the  waiting  room.  Then  she 
said,  "Suzie  has  been  looking  forward  to  her  visit  with  you  so  much, 
but  I  guess  seeing  the  hospital  has  upset  her."  Suzie  sat  with  her  head 
lowered,  but  peeked  up  into  my  face.  She  was  reserved  and  obviously 
uneasy. 

Suzie's  adjustment  back  into  her  home  had  gone  smoothly  except 
for  periods  of  wakefulness  at  night  during  the  first  weeks.  She 
awakened,  cried  out  for  her  mother,  but  was  easily  quieted  when  held. 
Mrs.  Lee  said  that  she  returned  to  bed  willingly  after  a  period  in 
her  arms.  Mrs.  Lee  told  me  that  Suzie  played  doctor  and  nurse  a 
great  deal  at  home.  She  "checked"  her  dolls  and  gave  them  injec- 
tions. Sometimes,  she  played  that  her  dolls  were  doctors  and  nurses. 
She  was  kind  to  the  nurse  dolls  but  often  expressed  hostility  toward  the 
doctor  dolls.  On  several  occasions,  Suzie  pretended  that  she  was 
cutting  off  their  hands. 

Suzie's  behavior  in  the  clinic  examining  room  was  similar  to  that 
observed  when  the  doctors  made  their  daily  rounds.  She  sat  pensively 
staring  at  the  doorway.  When  the  doctor  arrived,  Suzie  withdrew, 
but  permitted  herself  to  be  moved  from  her  mother's  lap  to  the  exam- 
ining table.  When  a  blood  count  was  mentioned,  she  became  paler  as 
she  extended  her  finger  and  said,  "Use  this  one."  When  I  suggested 
that  I  weigh  her,  she  took  my  outstretched  hand  and  said,  "Mama, 
come,  too." 

When  the  Lees  conferred  with  the  surgeon,  Suzie  and  Debbie 
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were  comfortable  with  me  in  the  corridor.  The  equipment  on  the 
bottom  shelf  of  a  treatment  table  caught  Suzie's  attention  first :  "There 
aren't  any  shots  here.  Why  aren't  there  ?  There  are  sticks  and  swabs, 
but  no  sticker  things."  Then  she  ran  to  the  elevator,  rang  the  bell, 
watched  the  door  open,  and  wanted  to  get  on  it.  When  we  returned 
from  the  toilet,  Suzie  walked  up  to  the  pediatrician  and  raised  her 
clothing  for  a  chest  examination.  This  was  progress.  Never  before 
had  she  participated  in  an  examination  and  kept  her  fingers  from  her 
lips  during  it.  "There  is  a  murmur,  but  it  is  inconsequential.  Her 
heart  is  90  percent  repaired,"  he  said. 

Mrs.  Lee's  fear  of  hyperactivity  and  croup  had  not  abated. 
Debbie,  a  lively  child,  lured  Suzie  into  more  activity  than  Mrs.  Lee 
could  tolerate  comfortably.  Both  the  surgeon  and  the  pediatrician 
had  encouraged  Mrs.  Lee  to  let  Suzie  regulate  her  own  activity  and  I 
wanted  to  get  her  reactions  to  this  recommendation.  When  Mrs.  Lee 
and  I  were  alone,  I  learned  that  Suzie  alternated  between  active  play 
with  Debbie  and  solitary  play  with  her  dolls.  Through  describing 
Suzie's  behavior,  I  hoped  that  Mrs.  Lee  might  see  that  Suzie  was  pro- 
tecting herself  from  overexertion  rather  than  overdoing  as  she 
imagined  her  to  be.  She  was  napping  well  and  showing  no  signs  of 
resistance  to  an  early  bedtime. 

A  month  later  when  I  made  a  home  visit,  Mrs.  Lee's  apprehen- 
sion about  Suzie's  health  continued.  She  was  keeping  her  in  the  house 
most  of  the  time.  However,  she  was  anticipating  the  summer  when  she 
could  give  Suzie  freedom  to  be  outdoors  for  play  with  her  many 
friends. 

Upon  my  entrance  into  the  Lee's  home,  Suzie  seemed  bewildered 
by  what  she  saw.  I  wanted  to  go  to  her  and  take  her  in  my  arms, 
but  I  knew  that  she  needed  time  to  become  oriented  to  me  in  street 
clothes.  After  removing  my  coat,  Suzie  skipped  over  and  reached 
out  her  arms  to  be  held.  Then  she  said :  "You've  got  fancy  clothes  on. 
Why  ?"  Next,  she  took  me  into  the  bathroom,  showed  me  the  perfume 
that  I  had  given  to  her  in  the  hospital,  and  then  led  the  way  to  her  bed- 
room. First,  she  got  out  the  story  of  The  Tale  of  Tom  Kitten  and 
wanted  to  sit  on  my  lap  while  I  read  it  to  her.  After  we  did  that,  she 
chatted  about  several  doctors  and  nurses,  calling  them  by  name.  Then 
she  jumped  from  my  lap  and  went  to  her  doll  bed,  pulled  one  of  her 
many  dolls  from  the  bed  and  brought  it  to  me.  It  had  pen  marks  over 
its  chest  in  the  same  location  as  her  stitches  and  the  electrode  had  been. 
When  she  handed  me  the  doll,  she  said  sadly,  "She  may  never  go 
home."  I  repeated  the  words  so  that  she  would  tell  me  more.  "She 
may  never  go  home.  She  may  die,"  Suzie  said  plaintively.  Her 
healthy,  vivacious  siblings  came  into  the  room  at  this  moment  and 
distracted  her  attention  from  the  dolls. 

A  year  after  Suzie's  operation,  she  returned  to  the  clinic  where 


81 


she  had  had  her  original  cardiac  evaluation.  She  was  taller  and  had 
gained  2  pounds.  Her  apprehension  on  arrival  in  this  clinic  was 
greater  than  it  had  been  when  she  entered  the  surgical  one.  Imme- 
diately upon  arrival,  Suzie  wanted  to  get  into  her  mother's  arms  and 
when  there,  she  clung  tenaciously  as  she  fingered  her  lips  and  scanned 
her  surroundings.  She  left  her  mother's  arms  to  be  placed  on  the 
table,  but  she  seemed  more  immobilized  with  fear  than  she  had  been 
on  her  previous  visit.  When  the  medical  student  took  a  tongue  de- 
pressor from  her  pocket  and  put  it  to  Suzie's  lips,  Suzie  shrieked  fear- 
fully. Now  the  reasons  why  Suzie  used  tongue  depressors  on  her  dolls 
so  frequently  was  clear;  she  was  struggling  to  master  her  fear  of 
them.  Fortunately,  her  favorite  doctor  arrived  at  that  moment  and 
said,  "You  don't  need  to  use  the  stick.  Suzie  opens  her  mouth  wide 
without  it."  Suzie  regained  her  composure  quickly  and  seemed  more 
at  ease  thereafter. 

Why  was  Suzie  more  fearful  on  this  visit  than  on  the  last  one  ? 
Was  it  because  she  had  blood  drawn  in  this  clinic  and  not  in  the  other 
one  ?  Or  was  it  because  she  had  been  admitted  to  the  hospital  from  this 
clinic  and  expected  a  readmission  ?  The  doctor  had  decided  not  to  take 
a  blood  count  on  her  last  visit.  Perhaps  she  was  expecting  that  she 
would  have  one  on  this  day. 

Suzie's  behavior  changed  markedly  when  the  examination  was 
over.  She  dressed  herself  and  reminded  her  daddy  of  his  promised 
treat  in  the  cafeteria.  I  invited  Suzie  to  join  me  in  going  to  my  office 
because  I  wanted  to  see  how  she  would  respond  to  separation  from  her 
parents  and  to  the  area  where  she  had  been  a  patient.  Suzie  responded 
quickly  to  my  invitation  and  Debbie  wanted  to  join  us.  As  I  took 
Debbie's  outstretched  hand,  I  said,  "She's  a  dear."  Suzie  responded 
quickly  to  this :  "Am  I  one,  too  ?"  Suzie  showed  no  signs  of  anxiety  as 
she  peered  through  the  glass  door  of  the  elevator  which  provided  a 
quick  but  full  view  of  the  doorway  from  which  she  had  peered  out 
while  awaiting  her  mother's  arrival  in  the  ward. 

While  the  children  explored  the  cafeteria,  the  Lees  told  me  of 
Suzie's  apprehension  about  starting  kindergarten.  Suzie's  initial 
adjustment  in  school  had  been  difficult  as  Mrs.  Lee  and  I  had  expected 
that  it  would  be.  She  needed  extra  support  from  her  mother  and 
teacher.  Fortunately,  Suzie's  teacher  understood  the  reasons  for 
Suzie's  anxiety  and  encouraged  her  mother  to  stay  with  her  until  she 
was  ready  to  let  her  go.  This  took  1  week. 

When  Suzie  surmounted  her  problem  in  adjusting  to  school, 
her  appetite  improved  and  she  resumed  her  former  patterns  of  sleep. 
Croup  was  a  subject  of  conversation  again,  but  I  felt  that  Suzie's  recent 
gain  in  weight  was  encouraging  to  both  of  her  parents.  Mrs.  Lee's 
pessimism  persisted,  but  it  seemed  less  pronounced  than  it  had  been 
previously.   The  Lees  were  delighted  that  the  cardiologist  had  sug- 
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gested  that  further  followup  care  be  provided  by  their  neighborhood 
pediatrician.  However,  the  cardiologist  anticipated  that  the  surgeon 
might  want  a  cardiac  catheterization  done  on  Suzie  within  the  next 
few  years. 
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Chapter  6 


IMPLICATIONS  OF  THE  STUDY 


Conclusions  of  the  Study  and  Areas  for  Further  Research 


Through  this  exploratory  project,  the  nurse  found  her  convic- 
tion reinforced  that  research  to  improve  the  nursing  care  of  sick  chil- 
dren begins  with  the  study  of  them — their  response  to  illness,  to  family 
members,  and  to  an  environment  with  unfamiliar  physical  properties 
and  strange  people  who  care  for  and  treat  them.  It  was  her  study  of 
sick  children  which  gave  her  clues  to  their  particular  problems  and  the 
devices  they  used  to  conquer  them.  It  gave  direction  to  her  search  for 
knowledge  from  the  literature  to  understand  children's  health  prob- 
lems and  the  scientific  principles  upon  which  diagnosis,  treatment,  and 
nursing  care  must  be  based. 

A  study  of  this  kind  is  the  substance  upon  which  hypotheses  are 
formed  about  children's  need  for  help  in  bearing  the  bodily  and  psycho- 
logical stress  caused  by  illness,  treatment,  and  care  in  a  strange, 
frightening,  uncomfortable  environment.  It  provides  observational 
data  from  which  goals  of  nursing  care  can  be  set  and  criteria  con- 
structed to  evaluate  elements  of  nursing  care  used  during  various 
phases  of  a  child's  illness.  Most  importantly,  it  makes  it  possible  to 
spot  those  problems  which  pose  the  greatest  threat  to  the  individual 
children  studied.  In  addition,  it  prepares  the  nurse  to  systematically 
test  the  validity  of  the  hypotheses  advanced  to  resolve  them. 

Aside  from  opportunities  for  learning  from  the  children,  par- 
ents, coworkers,  and  from  self -observation  as  the  nurse  interacted  with 
these  persons,  marginal  values  were  derived  as  well.  From  this  ex- 
perience, the  nurse  was  able  to  arrive  at  a  method  of  studying  patient 
care  and  to  demonstrate  it.  She  believes  that  study  of  this  kind  can 
help  other  nurses  to  find  a  more  scientific  basis  for  their  professional 
activity  and  thus  improve  their  practice  of  nursing. 
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After  exploratory  study  in  the  clinical  field,  the  study  of  Suzie 
was  written.  Then,  the  year  of  experience  was  analyzed  for  answers 
to  these  questions : 

1.  If  time  for  clinical  study  were  available  to  the  nurse  again,  how 
would  she  use  it? 

2.  What  changes  in  the  plan  of  study  would  be  made? 

3.  What  purposes  would  be  served  by  these  changes? 

The  following  conclusions  are  presented  in  the  hope  that  they 
will  be  helpful  to  other  nurses  who  are  searching  for  knowledge  upon 
which  to  base  the  practice  of  nursing  care : 

1.  Patients  selected  for  study  should  be  of  the  same  age  and  have  the 
same  type  of  congenital  defect  and  plan  for  surgical  correction  (or 
have  the  same  disease  and  plan  of  treatment  if  nursing  care  of 
children  with  a  medical  problem  is  being  studied).  With  this 
degree  of  control,  identification  of  common  problems  and  de- 
fenses to  deal  with  them  would  be  simplified. 

2.  The  study  of  each  patient  should  begin  at  the  time  of  admission 
to  the  hospital.  Providing  help  to  the  family  when  initial  ad- 
justment to  the  hospital  is  being  made  would  facilitate  earlier 
identification  of  problems  and  the  possible  causes  of  them.  It 
also  would  result  in  a  speedier  collection  of  data  about  the  child's 
life  experiences,  his  relationships  with  family  members,  and  his 
initial  responses  to  the  expectation  of  persons  in  the  hospital 
milieu.    It  might  also  prevent  some  problems  from  arising. 

3.  Periods  of  daily  study  should  be  shortened  to  provide  more  time 
for  daily  analysis  of  the  data.  Then,  pertinent  data  about  the 
behavior  observed,  specific  plans  of  care  for  the  next  day,  criteria 
used  to  evaluate  the  child's  defenses,  and  the  nursing  care  provided 
could  be  culled  and  recorded  while  they  were  fresh  in  the  nurse's 
memory. 

4.  A  recording  machine  and  a  dictaphone  would  make  it  possible  to 
obtain  data  in  a  less  burdensome  way. 

5.  If  funds  were  available,  the  services  of  a  photographer  could  be 
used  to  collect  data  for  a  specified  period  at  exactly  the  same  time 
each  day.    Use  of  photography  would  not  only  enhance  the  value 
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of  the  findings  for  students  of  nursing  but  it  would  also  be  the 
means  by  which  recorded  observational  data  could  be  validated. 

6.  Observational  data  collected  from  the  study  of  the  first  patient 
should  be  analyzed  and  the  findings  recorded  in  descriptive  form 
before  beginning  the  study  of  the  second  patient.  This  plan 
would  serve  many  purposes: 

a.  After  identifying  the  method  she  had  used  to  study  the  first 
patient,  the  nurse  could  refine  it  as  she  studied  subsequent 
patients. 

b.  After  identifying  the  first  patient's  particular  problems  and  the 
criteria  which  had  been  used  to  evaluate  the  defenses  he  had 
used  to  deal  with  them,  answers  to  these  questions  could  be 
sought  as  other  patients  are  studied: 

Are  there  problems  which  are  common  to  all  patients  in 
the  study?  If  there  are,  what  defenses  are  commonly  used 
by  all  of  them? 

Which  of  these  are  constructive  and  which  maladaptive 
in  terms  of  the  criteria  set  up  to  evaluate  them? 

c.  After  finding  evidence  in  the  data  and  in  the  literature  to  sup- 
port the  hypotheses  which  had  been  made  about  the  first  pa- 
tient's needs  for  nursing  care  to  cope  with  identified  problems, 
answers  to  the  following  questions  could  be  sought  as  other 
patients  are  studied: 

What  particular  needs  were  observed  in  all  patients  of  the 
study? 

What  additional  evidence  could  be  found  to  support  the 
hypotheses  made  to  meet  them? 

What  evidence  invalidated  them? 

d.  After  identifying  the  criteria  which  were  used  to  evaluate  the 
nursing  care  provided  for  the  first  patient,  answers  to  these  ques- 
tions could  be  sought  as  other  patients  were  studied: 

Did  the  elements  of  nursing  care  used  in  the  care  of  the  first 
patient  prove  valuable  in  the  care  of  other  patients? 

If  not,  what  modifications  in  nursing  care  are  made  as 
other  patients  are  studied? 

Why  were  modifications  made? 

What  other  criteria  were  found  useful  for  the  evaluation 
of  nursing  care? 

e.  Implementing  the  above  plan  would  inevitably  lead  to  identi- 
fication of  those  problems  which  were  most  important  for  sys- 


tematic  study  to  protect  other  children  in  similar  circumstances. 
It  would  help  the  nurse  to  define  the  problem  for  study  in  the 
clinical  setting  and  in  the  library.  Then  she  would  be  in  a 
position  to  plan  collaborative  research  with  a  physician  and  a 
a  person  skilled  in  research  technology.  Help  would  be  needed 
to  design  the  study  and  to  construct  tools  for  the  collection, 
analysis,  and  evaluation  of  the  data. 


Those  problems  which  posed  the  greatest  threat  to  Suzie  have 
been  referred  to  previously  in  Chapter  4.  The  problems  and  hy- 
potheses made  for  their  solution  can  be  stated  more  succinctly  as 
follows : 


Regaining  and  maintaining  a  sense  of  trust  was  Suzie 's 
first  major  psychological  problem  in  adjustment  to  surgi- 
cal intervention.  Safe,  comforting,  physical  nursing 
care  was  her  prime  requisite  for  reconquering  a  develop- 
mental crisis  she  had  faced  before. 

Other  major  elements  in  the  problem  are  : 

1.  Is  regaining  and  maintaining  trust  the  first  major  psychological 
problem  in  adjustment  that  all  children  face  after  major  surgical 
intervention?  If  so,  what  are  the  varied  ways  in  which  they 
demonstrate  their  struggle  to  regain  it?  Are  there  patterns  of 
behavior  which  are  common  to  all  the  children  studied? 

2.  Can  young  children  (under  5  years  of  age)  regain  a  sense  of  trust 
more  easily  if  their  mothers  have  had  the  help  of  a  social  worker 
in  coping  with  their  feelings  about  the  defect,  the  operation,  and 
postoperative  care  prior  to  the  scheduled  day  of  operation? 

3.  Is  the  period  of  massive  regression  lengthened  or  shortened  when 
mothers  provide  close  physical  contact  for  children  after  the 
operation? 

4.  Would  daily  periods  of  physical  contact  with  a  mother  who  is 
prepared  to  provide  this  support  prevent  restlessness  and  pro- 
longed mistrust  in  young  children  after  major  surgical  inter- 
vention? 

5.  What  signs  of  progress  toward  recovery  become  commonly  mani- 
fest in  the  physical  status  and  behavior  of  those  children  who  have 
regained  trust? 

6.  What  are  the  physical  and  behavioral  manifestations  of  mistrust? 
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On  the  basis  of  the  nurse's  experience  with  the  patients  involved 
in  this  study,  this  hypothesis  is  posed  for  testing :  Signs  of  physical 
progress  and  restoration  of  trust  appear  earlier  in  those  children  whose 
mothers  are  psychologically  prepared  to  provide  them  with  daily 
periods  of  physical  contact  than  in  those  whose  mothers  must  dis- 
tance themselves  from  them  to  maintain  their  emotional  equilibrium. 

Regaining  and  maintaining  a  sense  of  autonomy  was 
Susie's  second  major  psychological  problem  in  adjust- 
ment to  physical  changes  in  her  body  and  to  the  post- 
operative treatment  regimen. 

Other  major  elements  in  the  problem  are : 

1.  Is  regaining  and  maintaining  a  sense  of  autonomy  the  second 
major  psychological  problem  that  all  children  face  after  major 
surgical  intervention?  If  so,  what  are  the  varied  ways  in  which 
they  demonstrate  their  struggle  to  regain  it?  Are  there  patterns 
of  behavior  which  are  common  to  all  the  children  studied? 

2.  Can  a  sense  of  autonomy  be  regained  more  easily  by  children  if 
their  unique  modes  of  coping  actively  with  anxiety  and  feared, 
painful  procedures  are  identified  and  supported  in  the  provision 
of  nursing  care? 

3.  What  changes  in  physical  status  and  behavior  commonly  occur 
when  children's  natural  coping  devices  are  used  in  the  provision 
of  nursing  care?    Are  these  signs  proof  of  regained  autonomy? 

4.  What  are  the  physical  and  behavioral  effects  of  submission  to 
feared,  painful  procedures  ?  Do  these  signs  demonstrate  regression 
to  the  lowest  level  of  personality  organization? 

The  nurse's  experience  with  all  the  patients  involved  in  the 
study  leads  to  the  following  hypotheses  for  testing : 

1.  Signs  of  physical  progress  appear  earlier  and  are  sustained  more 
consistently  in  those  children  who  have  regained  self-esteem  and 
a  sense  of  autonomy  after  major  surgical  procedures  than  in  those 
who  have  submitted  passively  to  the  postoperative  treatment 
regimen. 

2.  Signs  of  progress  toward  physical  recovery  and  their  preoperative 
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level  of  personality  development  become  observable  in  children 
soon  after  a  sense  of  trust  and  autonomy  have  been  regained  after 
major  surgical  intervention. 

The  mothers  who  were  observed  during  this  study  needed  help 
after  their  children  were  discharged  from  the  hospital  as  well  as  before 
admission.  Mothers,  and  also  the  children  in  the  study,  evidenced  a 
need  to  relive  some  of  the  experiences  they  had  had  in  the  hospital. 
The  older  children  and  mothers  had  many  questions  and  concerns 
which  seemed  to  become  less  troublesome  to  them  after  they  had  shared 
them  with  an  interested  listener.  For  this  reason,  questions  relating 
to  public  health  nursing  services  head  this  additional  list  of  questions 
which  were  provoked  by  the  study : 

1.  What  typical  problems  do  mothers  reveal  to  the  public  health 
nurse  after  cardiac  surgery  is  recommended  and  before  their 
children  are  admitted  to  the  hospital?  What  is  the  content  of  the 
help  provided  by  the  public  health  nurse? 

2.  What  typical  problems  in  adjustment  do  children  have  in  their 
homes  after  cardiac  surgery?  How  did  the  problems  vary  with 
the  age  of  the  children  at  the  time  of  operation?  What  was 
the  content  of  the  help  provided  by  the  public  health  nurse? 

3.  What  typical  problems  in  adjustment  did  children  have  upon 
their  return  to  nursery  school  after  cardiac  surgery?  What 
changes  in  behavior  in  relation  to  the  teacher,  peers,  and  the  play 
equipment  were  noted  by  the  nursery  school  teacher?  How  were 
the  teacher's  observations  used  by  the  public  health  nurse  in  her 
work  with  the  mothers  of  these  children? 

4.  What  typical  problems  in  adjustment  did  children  have  upon 
their  return  to  elementary  and  high  school  after  cardiac  surgery? 
How  did  the  problems  vary  with  the  ages  of  the  children  studied? 
What  was  the  content  of  the  help  provided  by  the  school  nurse? 

5.  How  do  children  of  different  ages  manifest  their  struggle  to 
regain  trust,  autonomy,  initiative,  etc.,  after  specific  types  of  major 
regimen. 

6.  Does  the  period  of  anesthesia  influence  the  length  of  the  period  of 
massive  regression  after  major  surgery? 

7.  How  does  collaborative  work  with  a  social  worker  in  the  care 
of  4-year-old  children  after  cardiac  surgery  influence  the  content 
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of  the  nursing  care  provided?  What  is  the  content  of  their  collab- 
orative activity?  How  do  their  roles  differ  in  the  care  of  the 
children?  In  the  support  of  the  children's  parents?  What  prob- 
lems were  encountered  in  working  together?  How  were  they 
resolved? 

8.  Do  children  of  the  same  age  with  a  specific,  acute,  serious  disease 
which  is  not  treated  surgically  face  the  problem  of  repeating  the 
battle  with  the  negative  counterparts  of  each  stage  of  instinctual 
development  through  which  they  passed  before  they  became  seri- 
ously ill?  If  they  do,  what  stages  do  they  go  through  as  they 
progress  from  complete  dependency  to  recovery?  What  are  the 
physical  manifestations  of  the  disease  in  each  stage?  What  typical 
patterns  of  behavior  are  associated  with  them?  What  were  the 
children's  particular  problems  during  each  stage?  How  did  they 
cope  with  them?  What  were  their  particular  needs  during  each 
stage?  What  elements  of  nursing  care  were  implemented  to  help 
the  children  through  each  stage  of  illness?  Upon  what  theory 
was  it  based?  What  criteria  were  used  to  evaluate  the  effects  of 
nursing  care  on  the  children  as  they  progressed  toward  physical 
and  mental  health? 


Some  Suggestions  for  Using  the  Study  of  Suzie 

After  reading  the  study  of  Suzie,  students  will  need  an  oppor- 
tunity to  discuss  it  fully  from  their  point  of  view.  Learning  will 
take  place  as  they  question  the  interpretation  of  behavior  and  methods 
of  handling  specific  nursing  situations  presented  in  this  study.  This 
is  particularly  true  when  the  student's  thoughts,  feelings,  criticisms, 
and  suggestions  are  valued. 

The  instructor's  task  during  an  initial  discussion  of  the  study 
is  to  help  students  share  with  the  group  their  interpretation  of  the 
behavior  of  Suzie,  her  nurse,  and  Mrs.  Lee.  She  needs  to  help  students 
search  for  the  reasons  why  they  have  suggested  alternate  courses  of 
action.  With  this  assistance,  most  students  will  begin  to  see  the  value 
of  recalling  what  they  thought  about,  felt,  or  questioned  as  they  read 
a  part  of  the  study  or  interacted  with  a  child  or  parent  in  a  clinic  or 
ward.  They  will  discover  that  they  can  benefit  from  recalling  those 
bits  of  information  which  prompted  their  conclusions  or  caused  them 
to  act  in  a  specific  way.  Perhaps,  also,  they  will  begin  to  understand 
how  complex  and  purposeful  behavior  really  is  for  the  individual 
as  well. 
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Many  times,  a  child's  or  his  parents'  goals  will  not  be  clearly 
understood  when  nursing  action  is  instituted.  Observing,  analyzing, 
and  evaluating  the  outcomes  of  action  for  the  child  or  parent  will 
deepen  understanding  of  his  behavior.  Even  then,  the  meaning  of  the 
behavior  may  still  be  obscure,  but  there  will  be  movement  toward  a 
need- fulfilling  outcome  of  the  action  for  both  the  patient  and  the 
student.  Questions  will  undoubtedly  arise  as  the  student  evaluates 
her  activity.  They,  too,  serve  a  purpose.  They  give  direction  to  fur- 
ther study  of  nurse-patient  interaction. 

Gradually,  through  this  kind  of  educational  experience,  stu- 
dents learn  that  every  person  brings  his  unique  background  of  knowl- 
edge and  life  experience  into  his  relationships  with  others.  However, 
in  addition  to  using  this  important  tool  for  understanding  others, 
students  need  help  in  developing  their  perceptive  powers  and 
communication  skills.  They  also  require  help  in  learning  the  impor- 
tance of  looking  for  evidence  to  determine  whether  or  not  their  pa- 
tient's needs  have  been  identified  correctly  and  satisfied  in  ways  which 
make  it  possible  for  him  to  move  in  the  direction  of  health. 

In  addition  to  using  the  study  of  Suzie  in  the  above  way,  and 
as  a  tool  for  teaching  the  nursing  care  of  children  with  operable 
cardiac  defects,  the  instructor  may  also  want  to  structure  the  discus- 
sion to  serve  other  purposes.  The  whole  study  of  Suzie  or  parts  of 
it  might  be  used : 


1.  To  stimulate  discussion  at  certain  points  in  a  course  in  human 
development  and  behavior  for  students  who  are  being  prepared 
for  membership  in  one  of  the  helping  professions — nursing,  social 
work,  elementary  school  education,  for  example.  For  instance, 
Suzie's  responses  to  the  loss  of  her  mother's  care  might  serve  to 
deepen  students'  understanding  of  the  concept  of  "separation  anx- 
iety." Or  Suzie's  dramatization  of  the  nurse's  role  in  play  might 
be  used  to  illustrate  the  way  in  which  young  children  make  use 
of  hospital  equipment  to  master  feelings  about  feared,  painful 
procedures.  Or  Suzie's  responses  to  preparation  for  operation 
might  serve  to  demonstrate  the  4-year-old  child's  capacity  to  deal 
with  facts  about  impending  treatment  procedures.  The  same 
section  of  the  study  demonstrates  the  4-year-old's  tendency  to  ask 
questions  in  order  to  obtain  the  information  he  needs  to  prepare 
himself  for  a  dreaded  event.  It  also  shows  the  reason  why  timing 
of  that  preparation  must  be  geared  to  the  child's  readiness  for  it. 
It  demonstrates  methods  which  might  be  used  to  help  children 
cope  with  fears  about  the  care  they  are  receiving.  At  times,  Suzie 
denied  that  painful  events  were  to  take  place.  This  behavior  is 
not  unique.  Many  4-year-olds  use  this  mechanism  of  defense 
until  they  feel  strong  enough  to  face  the  facts  which  are  being 
impartecLto  them. 


91 


2.  To  help  students  gain  an  insight  into  the  emotional  impact  of 
illness  and  hospitalization  on  the  entire  family.  This  study  may 
prove  of  value  to  members  of  the  helping  professions  who  have 
not  had  first-hand  experiences  with  families  as  they  are  living 
through  a  crisis,  like  open  heart  surgery,  for  instance. 

3.  To  demonstrate  some  of  the  ways  in  which  concepts  about  human 
development  and  behavior  can  be  used  by  students  in  the  pro- 
vision of  nursing  care.  The  correlation  of  clinical  experience 
with  theory  relating  to  human  development  is,  indeed,  preferable 
to  reading  case  material.  Then,  students  can  test  themselves  in 
the  role  for  which  they  are  being  prepared.  But  in  the  event  that 
experience  with  hospitalized  children  is  not  available  at  the  time 
they  are  studying  this  subject,  studies  of  hospitalized  children  may 
help  them  to  experience  imaginatively  the  importance  of  under- 
standing the  child  as  well  as  his  disease.  For  example,  the  con- 
cept of  "regression"  might  become  more  meaningful  for  students 
if  they  contrast  Suzie's  behavior  just  before  operation  with  that  ob- 
served on  the  days  subsequent  to  it.  A  study  of  Chapter  4,  A  De- 
scription of  Suzie's  Nursing  Care  During  the  Postoperative  Period 
(p.  45-79),  can  also  point  out  the  use  of  knowledge  of  infancy 
and  early  childhood  in  understanding  and  caring  for  older  children 
who  are  struggling  to  regain  a  sense  of  trust  and  autonomy  after 
major  surgical  intervention  or  after  the  critical  phase  of  an  acute 
medical  disease  has  passed. 

4.  To  demonstrate  a  method  of  study  which  students  of  nursing 
might  use  to  benefit  patients  and  to  prepare  themselves  to  fulfill 
a  professional  role.  After  reading  Chapter  3,  A  Description  of 
Suzie's  Nursing  Care  During  the  Preoperative  Period  (p.  18-44), 
the  steps  which  were  taken  before  a  plan  of  nursing  care  was 
made  for  Suzie  might  be  discussed.  Students  might  be  assigned 
to  a  selected  patient  for  short  periods  each  day  for  the  purpose  of 
gathering  data  to  make  a  tentative  nursing  diagnosis  of  his  needs. 
The  value  of  such  experiences  will,  of  course,  be  enhanced  if  stu- 
dents are  prepared  for  them  with  theory  on  interpersonal  relation- 
ships and  with  bedside  clinics  which  focus  their  attention  on  the 
varied  ways  in  which  human  beings  of  different  ages  communi- 
cate with  one  another. 

5.  To  demonstrate  the  need  for  interdisciplinary  activity  in  providing 
services  to  the  family.  After  studying  Mrs.  Lee,  the  conclusion 
was  made  that  she  needed  more  helr>  than  the  nurse  was  able  to 
provide.  The  teacher  might  attempt  to  discover  whether  or  not 
her  students  were  in  agreement  with  the  conclusions.  Students 
might  also  be  encouraged  to  predict  the  possible  outcome  for 
Suzie  and  her  mother  if  Mrs.  Lee  had  been  ready  to  participate  in 
the  provision  of  nursing  care  earlier  after  operation  than  she  was. 
The  group  might  think  through  ways  in  which  a  social  worker, 


nurse,  and  doctor  could  work  together  to  improve  the  care  pro- 
vided to  children  with  operable  cardiac  defects.  Through  such 
experiences,  students  would  become  sensitive  to  the  fact  that  the 
family  in  crisis  is  needful  of  services  from  many  kinds  of  profes- 
sional workers  which  function  together  to  reach  a  common  goal. 

6.  To  help  students  of  allied  professions  gain  insight  into  the  goals 
of  nursing  care  and  to  imaginatively  consider  ways  in  which  they 
might  work  with  nurses  to  extend  benefits  for  the  family. 

7.  To  sensitize  students  to  the  family's  need  for  help  from  the  health 
team  before  and  after  one  of  its  members  is  hospitalized. 

8.  To  assist  students  in  learning  to  use  case  material  and  experiences 
with  patients  to  identify  problems  which  require  systematic 
study  to  improve  nursing  care  within  the  hospital  or  to  extend 
services  to  families  that  need  continued  followup  care  in  the  home* 
the  school,  or  in  a  community  agency. 
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Appendix 


THE  FUNCTIONS  OF  THE  NURSE 
IN  THE  PROVISION  OF  PHYSICAL 

SUPPORT 


It  is  inferred  that  both  the  recovery  room  and  the  unit  where 
Suzie  was  cared  for  postoperatively  had  been  set  up  with  all  the  equip- 
ment, intravenous  fluids,  and  drugs  which  were  essential  for  routine 
and  physical  care.  Nursing  activities  to  physically  protect  Suzie 
follow  subsequently. 

1.  After  appraising  Suzie's  physical  status,  her  chart  was 
studied  to  learn  the  operative  procedure  which  was  carried  out,  the 
amount  of  blood,  intravenous  fluids,  and  medicine  given  during  the 
operation,  and  the  doctor's  orders  for  nursing  care.  All  orders  were 
followed  implicitly  unless  there  were  questions  which  needed  the  doc- 
tor's answers.  Together  the  nurse  and  the  doctor  noted  the  way  in 
which  the  pacemaker  and  the  insulated  cord  were  attached ;  one  end 
of  the  cord  hung  freely  from  the  pacemaker  and  the  other  was  con- 
nected to  it. 

2.  Frequent  checks  were  made  in  order  to  know  that  the  intra- 
venous fluid  was  flowing  at  the  designated  rate.  This  was  done  to 
prevent  an  accidental  rush  of  fluids  which  would  overtax  the  circula- 
tory system  and  lead  to  pulmonary  edema  and  cardiac  failure.  On  the 
hour,  the  amount  and  kind  of  fluid  absorbed  during  the  previous  hour 
was  recorded.  Checking  to  note  whether  or  not  fluid  was  infiltrating 
into  the  tissues  and  to  prevent  kinking  of  or  compression  on  the  intra- 
venous tubing  was  also  done  at  hourly  intervals.  Whenever  fluid  was 
added  to  the  intravenous  system,  the  time,  the  amount,  and  kind  of 
fluid  absorbed  and  begun  was  recorded.  An  8-hour  and  a  24-hour  total 
of  all  fluid  intake  and  output  was  made. 
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3.  During  the  first  3  postoperative  days,  vital  signs  were  taken 
hourly  and  more  frequently  if  change  in  condition  warranted  it.  The 
doctor  was  notified  if  Suzie's  systolic  blood  pressure  rose  or  fell  more 
than  15  points  and  whenever  there  was  marked  change  in  the  function- 
ing of  her  heart,  lungs,  heat  regulating  center,  or  extremities. 

a.  Rate  and  depth  of  respiration  were  noted.  Observations  were 
made  to  detect  whether  or  not  expansion  was  equal  on  both 
sides  of  her  chest. 

b.  The  quality,  rate,  rhythm  and  volume  of  her  pulse  was  observed. 
Comparison  between  the  radial  and  pedal  pulse  rate  was  made 
frequently.  Had  there  been  change  in  the  rate,  rhythm,  or 
quality  of  the  radial  pulse  rate,  the  apical  beat  would  have  been 
taken  for  comparative  purposes.  Had  irregularity  in  pulse  rate 
occurred  simultaneously  with  a  drop  in  blood  pressure,  the  doc- 
tor would  have  been  notified  immediately  because  these  symp- 
toms forewarn  of  impending  cardiac  arrest.  Observations  were 
also  made  to  detect  neck  vein  distention  which  indicates  over- 
burdening of  the  circulatory  system. 

c.  Blood  pressure  was  noted  as  well  as  variations  in  it. 

d.  Signs  of  hemmorhage  (drop  in  blood  pressure,  rise  in  pulse  and 
respirations,  and  extreme  thirst)  were  watched  for. 

4.  The  temperature  of  Suzie's  extremities  was  observed  every 
hour  during  the  first  3  postoperative  days  to  discover  whether  or  not 
there  was  sameness  or  differences  in  the  temperature.  Observations  of 
upper  and  lower  extremeties  were  also  made  to  detect  signs  of  thrombi 
formation  in  the  femoral  arteries.  Had  there  been  cyanosis,  blanch- 
ing, or  coldness  of  her  feet  or  legs,  the  doctor  would  have  been  notified. 

5.  Suzie's  skin  was  examined  to  discover  if  it  was  warm,  dry,  cold 
or  clammy,  and  the  degree  of  diaphoresis  she  was  having.  Her  skin 
was  also  observed  to  detect  changes  in  its  color  and  texture. 

6.  Observation  was  made  to  detect  changes  in  muscle  tone,  in 
motility,  and  in  the  use  of  her  extremities. 

7.  Her  abdomen  was  examined  to  see  if  it  was  soft,  distended, 
or  rigid.    The  time  when  flatus  was  first  expelled  was  recorded. 

8.  Examination  of  her  wounds  was  made  to  detect  blood  loss 
from  them  or  around  the  insertion  of  cut  down  needles  and  to  note  any 
signs  of  infection. 
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9.  Observations  were  made  to  detect  early  signs  of  nausea.  Suc- 
tion apparatus  was  available  to  prevent  aspiration.  When  signs  of 
nausea  appeared,  Suzie  was  turned  on  her  side  unless  she  was  already 
in  this  position.  Had  she  vomited,  the  amount  and  description  of  the 
fluid  would  have  been  reported  and  recorded. 

10.  Two  J  ones  snaps  were  kept  snapped  to  tape  on  the  head  of 
the  bed  for  use  in  clamping  the  chest  catheters  should  any  of  the  tubing 
become  disconnected.    This  would  be  done  to  prevent  pneumothorax. 

11.  The  amount  of  chest  drainage  was  recorded  hourly.  Ob- 
servations were  made  to  detect  bubbling  or  gross  increase  in  the  amount 
of  drainage. 

12.  The  chest  drainage  apparatus  was  examined  hourly  to  make 
sure  that  there  were  no  kinks  in  or  pressure  on  the  tubing  and  that  there 
was  fluctuation  in  the  respiratory  tube.  The  connections  were  ex- 
amined to  make  sure  that  they  were  taped  securely  to  prevent  leakage 
and  never  were  the  bottles  lifted  from  the  floor. 

13.  The  chest  tubing  was  milked  to  prevent  collection  of  pockets 
of  fluid  in  it. 

14.  Until  the  Foley  catheter  was  removed  from  Suzie's  bladder, 
hourly  output  of  urine  was  recorded.  Changes  in  color  were  noted. 
The  doctor  was  notified  if  there  was  no  urine  excreted  during  the  hour. 

15.  Suzie  was  turned  hourly.  After  the  first  48  hours,  her  in- 
terest in  participating  was  encouraged  to  prevent  fear  of  moving  and 
immobilization.  Some  increase  in  chest  drainage  was  expected  after 
turning  and  coughing  her  and  after  the  removal  of  one  of  the  chest 
tubes.  Suzie's  back  and  arms  were  supported  with  pillows  and  her 
legs  were  kept  extended  to  prevent  contractures.  Leg  and  arm  exer- 
cises were  begun  gradually  on  the  second  postoperative  day  to  prevent 
thrombi  and  contractures. 

16.  After  supporting  Suzie's  chest  wall,  she  was  encouraged  to 
take  deep  breaths  and  to  cough  every  2  hours.  All  signs  of  readiness 
to  cooperate  were  praised  and  patience  was  exercised  when  she  was 
unresponsive  or  too  enervated  to  participate.  At  these  times,  the  doc- 
tor was  informed  of  Suzie's  inability  to  cough. 

17.  The  oxygen  tent  was  kept  at  66-70°  F.  except  when  there 
were  marked  changes  in  her  temperature.  At  these  times,  the  tem- 
perature was  modified  to  meet  her  requirements.    The  rate  at  which 
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oxygen  was  flowing  into  the  tent  was  checked  periodically.  The  tent 
was  kept  well  tucked  in  around  the  mattress  to  prevent  escape  of 
oxygen. 

18.  The  humidifier  was  kept  amply  full  of  water  so  that  steam 
was  constantly  flowing  into  the  tent  to  make  breathing  easier,  to  reduce 
the  possibility  of  atelectasis,  and  to  prevent  drying  of  mucus  in  the 
respiratory  tract. 

19.  Positive  pressure  was  given  for  5  minutes  every  2  hours. 
Observations  were  made  to  detect  change  in  color  and  rate  and  depth 
of  respiration  during  its  administration. 

20.  The  position  of  the  EKG  leads  on  Suzie's  extremities  was 
changed  every  4  hours  to  prevent  inaccurate  tracing  which  results  from 
drying  of  the  electrode  jelly.  Prior  to  changing  the  position  of  the 
leads,  her  skin  was  washed  and  new  electrode  jelly  was  applied. 

21.  Before  giving  antibiotics,  the  condition  of  the  tissues  at  the 
site  of  injection  was  noted.  Observations  were  made  to  detect  un- 
toward reactions  to  the  drugs  being  administered. 

22.  The  doctor  was  notified  when  intravenous  drugs  were  due. 
Medications  and  the  equipment  needed  for  administration  were  made 
ready  for  him. 

23.  Sedatives1  were  given  as  required  after  vital  signs  were 
found  to  be  of  good  quality  and  after  all  comforting  measures  to  re- 
duce anxiety  or  discomfort  were  carried  out. 

24.  Suzie  was  protected  from  the  glare  of  bright  lights  and  un- 
necessary noise. 

25.  The  amount  of  covering  was  adjusted  to  Suzie's  needs. 
Aspirin  suppositories,2  alcohol  sponges,  or  an  ice  mattress  were  used 
according  to  the  doctor's  orders  to  reduce  temperature. 

26.  The  sides  of  the  crib  were  kept  up  except  when  a  person 
remained  at  the  bedside. 


1  Suzie  required  no  demerol  during  the  day.  Aspirin  suppositories  and  comforting  measures 
were  sufficient  to  allay  restlessness  and  pain. 

2  Neither  alcohol  sponges  or  the  ice  water  mattress  were  required  in  the  care  of  Suzie  except 
after  the  pacemaker  electrode  was  removed. 
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27.  Suction  apparatus  to  remove  mucus  from  the  respiratory 
tract  was  at  Suzie's  bedside  during  the  first  postoperative  week.  Bowls 
of  zepharin  solution  and  saline  were  in  readiness  for  resterilizing  the 
used  catheter  and  for  rinsing  it  before  further  use.  Separate  catheters 
were  used  for  oral  and  nasal  suctioning. 

28.  The  suction  catheter  was  lubricated  with  amphajel  or  water. 
The  catheter  was  clamped  tightly  before  insertion  to  prevent  injury  to 
delicate  mucus  membranes  and  released  when  it  had  reached  the  ap- 
proximate level  of  the  tracheal  opening.  The  catheter  was  left  in 
place  only  a  few  seconds  to  prevent  feelings  of  suffocation.  Because 
her  airway  was  limited  during  suctioning,  a  rest  was  provided  before 
the  catheter  was  reinserted. 

29.  Alevaire  inhalations  were  administered  every  2  hours. 

30.  Ankle  and  wrist  restraints 3  were  kept  in  readiness  at  the 
bedside  in  case  they  were  needed  to  prevent  chest  or  intravenous  tubing 
from  becoming  dislodged. 

31.  If  isuprel  or  digitalis  preparations  had  been  ordered,  vital 
signs  would  have  been  taken  before  administration. 

32.  Suzie's  pulse  and  respiration  rates  were  taken  prior  to  re- 
moval of  the  oxygen  tent  and  during  the  period  that  she  was  tested  out 
of  oxygen.  Had  the  rates  been  elevated  or  duskiness  of  the  skin  ap- 
peared, she  would  have  been  put  back  into  the  tent.  The  length  of 
time  that  she  was  out  of  the  tent  and  her  responses  to  loss  of  this  sup- 
port were  recorded. 

33.  The  following  equipment  was  prepared  for  chest  tube  re- 
moval :  stitch  removal  set,  one  set  of  J  ones  clamps,  sterile  petroleum 
jelly,  gauze,  gauze  squares,  straight  glass  connector,  nonwaterproof 
adhesive  tape,  and  a  gown. 

34.  The  following  equipment  was  prepared  for  electrode  re- 
moval :  stitch  removal  set,  one  No.  25  and  26  needle,  2  cc  syringe,  pro- 
cain  1  percent,  sterile  gauze  squares,  swabs,  merthiolate  and  tape. 

35.  Vital  signs  were  taken  hourly  for  8  hours  after  chest  tube 
and  electrode  removal. 


*  At  no  time  were  restraints  necessary  for  Suzie  or  for  any  of  the  other  children  studied. 
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36.  Pulse  and  respiration  rates  were  taken  whenever  an  activity 
such  as  dangling  was  begun. 

37.  All  nursing  measures  done  to  lessen  fear  and  anxiety  were 
viewed  as  both  physically  and  emotionally  supportive. 

In  one  sense  from  the  view  of  this  material,  all  pediatric  nurses 
are  students — and  all  students  of  pediatric  nursing  must  project  the 
concepts  so  vividly  portrayed  in  Suzie's  case  into  the  care  of  all  sick 
children. 
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